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Abstract 
This study utilized a prospective, multigroup cohort, correlational design to examine the 
relationship between clinical psychology trainees’ beliefs related to themselves and the role of 
being a psychotherapist and the factors associated with objectively-rated and self-rated measures 
of clinical competence. The participants in this study were predoctoral graduate students 
currently enrolled in a Doctor of Psychology (Psy.D.) Clinical Psychology Program. All were in 
the first through fourth years of the five year program. Results indicated there were not  
significant differences between first, second, third and fourth year students in terms of irrational 
beliefs. There were no significant differences between students in terms of their irrational beliefs, 
objective measures of competence, and self-rated measures of competence. As a whole, the 
number of years in the program, objective measures of competence, and self-rated measures of 
competence were not predictive of therapist irrational beliefs. However, higher self-rated 
measures of competence independently predicted lower rates of therapist irrational beliefs (β 
=.415, t = 2.195, p = .036). This finding provides information about the cognitive processes of 
clinical trainees and may serve to enhance the supervision and training process.  
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 Chapter 1: Introduction 
Statement of the Problem  
 The Ethical Principles of Psychologists and the Code of Conduct (APA, 2002) suggests 
that practicing psychologists must develop a minimal level of competence and practice only 
within these areas of competency. Thus, it is well established that the development of 
competency is a primary goal of psychology training and continues throughout the process of 
career development (Kamen, Veilleux, Bangen, VanderVeen, & Klonoff, 2010). Historically, the 
focus of evaluating competence was placed on the assessment of knowledge in different 
curriculum domains in specialty areas. More recently, the importance of building and 
maintaining specific competencies defined by broader, more complex constructs and assessed 
through multimodal evaluations has been the focus of research regarding the training and 
education of psychologists (Roberts, Borden, Christiansen, & Lopez, 2005; Nelson, 2007). As a 
result of this shift, it has been suggested that the field of psychology is moving towards a 
“culture of competency,” which requires effective methods of defining and assessing 
competencies in different domains (Kaslow, et al., 2009, P. 442). 
In moving towards this culture of competency, many definitions of “competence” have 
been developed. One frequently cited in the literature by Epstein and Hundert (2002, p. 226) 
indicates that “Professional competence is the habitual and judicious use of communication, 
knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily practice 
for the benefit of the individual and community being served.” In order to expound upon this 
definition of competence, the American Psychological Association (APA) established the 
Assessment of Competency Benchmarks Workgroup that delineated the overarching core 
competencies in the field of psychology. This workgroup outlined the foundational domains of 
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competence as including: professionalism, reflective practice, scientific knowledge and methods, 
relationships, individual and cultural diversity, ethical and legal standards and policy, and 
interdisciplinary systems. The functional competencies included assessment, intervention, 
consultation, research/evaluation, supervision, teaching, administration, and advocacy. Currently, 
these specific competencies are often used as benchmarks for trainee progress in academic and 
training settings (Fouad et al., 2009).  
 Through the efforts of the work groups, a model that formally outlined the process by 
which competencies are developed was established (Fouad et al., 2009). However, establishing 
professional competence as a psychologist is a complex endeavor, because there are a multitude 
of factors that presumably affect the development and maintenance of competency. For example, 
specific competencies are composed of various, integrated dimensions, such as knowledge, 
skills, dispositions, self-perceptions, motives, and beliefs/attitudes. There are more effective 
methods of measuring and assessing domains of knowledge, as compared with the other 
dimensions, such as clinical skills and attitudes (Elman, Illfelder-Kaye, & Robiner, 2005). As a 
result, less is understood about these more personal factors, or those that are unique to each 
individual clinician, as they relate to general and specific professional competencies. This dearth 
of information remains problematic, because personal factors of the clinician are inextricable 
from the process of psychotherapeutic work and undoubtedly influence the outcome of therapy 
(Shafranske & Falender, 2008). 
 One way of conceptualizing clinicians’ personal factors is through the cognitive model 
because it has been identified that therapists’ internal, or covert, cognitions are influential in the 
therapeutic process (Hill, Thompson, Cogar, & Denman, 1993).  The cognitive model posits that 
it is the way one thinks that affects feelings and behaviors (Beck, 1995). Thus, it is possible that 
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clinicians’ thoughts and beliefs about themselves and their roles in the therapeutic process 
influence behavior, or performance as a clinician (McLean & Wade, 2003). However, very little 
is known about the relationship between covert cognitions and/or beliefs of the clinician and the 
development of professional competencies.  
Purpose of the Study  
 The present study will examine the relationship between predoctoral clinical psychology 
trainees’ beliefs related to the role of being a psychotherapist, and factors associated with clinical 
competency. These competency factors consist of the knowledge, skill, and attitudinal 
components associated with each functional or benchmark competency evaluated. The results of 
this study may provide additional information about how these factors may be related to personal 
cognitive processes within clinicians. A better understanding of this possible relationship may 
assist supervisors and educators in developing strategies to best ensure clinical competence in 
developing clinicians.  
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Chapter 2: Review of Literature 
 The field of psychology has long been concerned with developing and qualifying 
professionals to provide quality services to consumers (Nelson, 2007). Regulatory agencies aim 
to ensure public protection, and require the profession to provide adequate training, education, 
and life-long learning practices for professionals in order to uphold quality assurance standards 
(APA, 2005). Thus, attention to professional competency holds the profession accountable to the 
public for services rendered (Rodolfa et al., 2005) and fosters the development and advancement 
of current and future practicing psychologists (APA, 2005). In order to promote these principles, 
the 2002 revision of the American Psychological Association’s (APA) Ethics Code granted the 
area of competence its own section. Of particular relevance are the following aspects of the 
standard of competence: 
Boundaries of Competence – 2.01 Psychologists provide services, and conduct research 
with populations and in areas only within the boundaries of their competence, based on 
education, training, supervised experience, consultation, study or professional experience. 
Maintaining Competence – 2.03 Psychologists undertake ongoing efforts to develop and 
maintain their competence. 
More recently, there has been a particular focus on competence within the field of 
professional psychology, with some researchers and educators recommending a shift away from 
a focus on a knowledge base established through educational curriculum towards a focus on the 
identification and development of specific competencies (Kaslow et al., 2004). However, the 
struggle to establish an agreed upon, objective set of definitions and criteria has made it difficult 
to achieve a “culture of competency” within the field (Kaslow et al., 2009). A frequently cited 
definition of the construct of competence by Epstein and Hundert (2002, p. 226) indicates that 
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“Professional competence is the habitual and judicious use of communication, knowledge, 
technical skills, clinical reasoning, emotions, values, and reflection in daily practice for the 
benefit of the individual and community being served.” These authors also note that 
demonstrated competence involves cognitive patterns, such as attentiveness, curiosity, self-
awareness and presence. Furthermore, competence involves the demonstrated ability to 
comprehend and perform applicable tasks in an effective manner, as expected by standards of the 
profession (Kaslow, 2004). It requires appropriate and effective action utilizing judgment, 
critical thinking, and decision making (Rodolfa et al., 2005). 
Thus, the term competence is utilized to convey the achievement of a level of 
qualification or capability. It is a developmentally-informed construct, with different 
expectations in place as progression occurs throughout the stages of professional functioning. 
Alternatively, the term “competencies” refers to the elemental components, such as knowledge, 
skills, and attitudes, which make up the broader concept of competence. These are context-
informed, because the type, aspect, and implementation of each competency vary across settings 
and situations (Kaslow, 2004). 
Core Competencies across Psychotherapeutic Orientations 
The Western world considers three central theoretical orientations; from these, numerous 
psychotherapy approaches stem. These three orientations include: dynamic orientations, 
cognitive-behavioral orientations, and systemic orientations. Therapies stemming from dynamic 
theories include psychoanalysis, ego psychology, object relations theory, self-psychology, and 
time-limited dynamic psychotherapy. Cognitive-behavioral therapies include approaches such as 
traditional behavior therapy, cognitive therapy, cognitive-behavioral therapy, schema therapy, 
dialectical behavior therapy, and mindfulness-based cognitive therapy. Systemic therapies view 
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individuals within the context of the couple or family system, and include approaches such as 
structural therapy, strategic therapy, and solution-focused therapy (Sperry, 2010). 
 From a practical standpoint, there are six common “core competencies” espoused by 
these three main theoretical orientations: (1) conceptual foundation, (2) relationship building and 
maintenance, (3) intervention planning, (4) intervention implementation, (5) intervention 
evaluation and termination, and (6) culturally and ethically sensitive practice (Sperry, 2010). 
Although all of the main theoretical orientations contain these six core competencies, the 
manifestation of specific competencies may be unique within the context of various theoretical 
orientations and psychotherapeutic approaches (Celano, Smith, & Kaslow, 2010). Therefore, it is 
relevant to consider a micro-level view of competencies from various schools of thought. 
Following is a brief review of the six core competencies from dynamic, cognitive-behavioral, 
and systemic perspectives.    
Conceptual Foundation 
Competence in creating a conceptual foundation refers to having a basis in a theoretical 
orientation or treatment approach that is used to understand and guide the treatment process. In 
dynamic therapies, the conceptual foundation is based on the theory that views personality 
development as the result of early childhood interpersonal interactions and experiences. 
Specifically, the theory proposes that children create internal, mental representations of 
themselves based on their interpersonal experiences, leading to relatively crystalized personality 
structures as adults. Psychopathology is considered to be the result of defensive reactions to 
anxiety and/or dysfunctional mental representations that formed as a result of adverse childhood 
experiences. These dysfunctional internal representations lead to maladaptive relationship 
patterns that are evidenced through psychological symptoms and interpersonal distress. From this 
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perspective, therapy involves the building of personal insights into these dysfunctional mental 
representations and behavioral patterns, the creation of corrective emotional experiences, the 
resolution of conflicts and defense mechanisms, and the reworking of personality structures 
related to childhood conflicts (Sperry, 2010). 
From a cognitive-behavioral model, personality is considered to be developed through a 
reciprocal process in which one’s innate disposition interacts with others and the environment, 
resulting in the development of cognitive schemas. These cognitive schemas are fundamental 
beliefs that individuals hold about themselves, others, and the world. They are considered to be 
the mental structures that directly influence thoughts, feelings, and behaviors. Psychopathology 
is considered to result from maladaptive or distorted schemas, cognitions, and/or problematic 
behavioral patterns. The process of cognitive-behavioral therapy involves identifying and 
modifying these maladaptive cognitive structures, teaching new behavioral skills, and creating 
more adaptive behavioral patterns (Beck, 1995). 
Systemic therapies differ from the other two main theoretical orientations, because these 
approaches are not primarily focused on explaining the reasons why or how problems occur. 
Rather, a competent systemic therapist seeks to understand the conditions that maintain the 
problem. In particular, psychopathology is considered to be the result of rigid family roles and 
systemic structures that do not lend themselves well to the developmental needs of individual 
members and the demand for change (Nicholas & Schwartz, 2006). Thus, problems or 
psychological symptoms are considered to arise as a result of dysfunctional transactional patterns 
of behavior within the family system, improper balances of power, dysfunctional rules, 
inappropriate hierarchies, and skill deficits (Sperry, 2010; Minuchin & Fisherman, 1981). The 
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result of these symptoms or problems is the disruption of growth within the family system, which 
is ultimately the focus of systemic family therapy (Minuchin & Fisherman, 1981).   
Relationship Building and Maintenance 
Relationship building and maintenance involves the construction of a strong therapeutic 
alliance and the maintenance of this alliance through the identification and resolution of ruptures, 
client resistance, and transference/countertransference issues (Sperry, 2010). In dynamic 
therapies, the therapeutic relationship is considered to be the main mechanism of change. 
Competence in this area is determined by the therapist’s ability to form a supportive, trusting 
relationship with the client in order to develop a therapeutic alliance and a healthy attachment 
style (Sarnat, 2010). It is considered that problems within the therapeutic relationship are 
evidenced through the client’s use of repression, denial, and projection as defense mechanisms or 
through efforts to resist change. Competence in maintaining the therapeutic relationship is 
assessed through the therapist’s ability to address relationship strains by interpreting the client’s 
defenses, avoidance behaviors, and interpersonal behavioral patterns with the end result of 
providing personal insight and corrective emotional experiences (Sperry, 2010). 
As with dynamic therapies, the therapeutic alliance is considered a crucial component in 
systemic therapies (Celano et al., 2010). However, the form of the therapeutic alliance often 
varies according to the particular treatment approach because the therapist can take on the role of 
consultant, director, or participant –observer within the family system (Sperry, 2010). Regardless 
of the particular role, the effective development of a therapeutic alliance is characterized by the 
ability to join with each member of the system and with various subsystems (Celno et al., 2010). 
Simultaneously, a competent therapist is also able to remain sufficiently outside the system in 
order to remain an objective observer of relational dynamics and processes (Nicholas & 
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Schwartz, 2006). Problems within the therapeutic relationship are usually noted through hostility, 
attempts to control sessions, noncompliance with homework, and failure to progress. These 
problems are typically addressed through reframing them as healthy responses, pacing and 
adapting therapy accordingly, and implementing paradoxical interventions (Sperry, 2010).  
 In cognitive-behavioral therapies, the therapeutic relationship is based on a collaborative 
bond characterized by the use of guided questions and clinical hypotheses open to exploration 
and disputation from the client (Newman, 2010). The therapist’s role in this relationship is to 
provide education, teach skills, and be a guide for identifying and changing maladaptive beliefs 
and behaviors. Problems in the therapeutic alliance are generally evidenced by noncompliance 
with homework, direct feedback from the client, and lack of consistent structure within the 
sessions. These problems are conceptualized through the cognitive-behavioral model and are 
competently managed by restructuring maladaptive beliefs/schemas, reinforcing behaviors that 
maintain compliance, changing environmental contingencies, and modifying treatment goals if 
necessary (Sperry, 2010). 
Intervention Planning  
The core competency of intervention planning refers to the ability to conduct the 
assessment, make a diagnosis, and formulate a case conceptualization and treatment plan 
(Sperry, 2010). When working from dynamic based therapies, the main assessment 
considerations include the client’s conscious and unconscious conflicts, internalized relational 
patterns, interpersonal dynamics, and psychological defenses. From this assessment, the clinical 
formulation is composed, taking into account the client’s history, behaviors, emotions, and 
avoidances. In addition, the therapist’s affective, somatic, and fantasy responses to the client are 
considered, because these can provide valuable clinical information about interpersonal patterns 
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in the client’s life outside of the therapy session (Sarnat, 2010). This assessment and case 
conceptualization process then lends itself towards a treatment plan consisting of interventions 
aimed at providing experiential and relational learning opportunities that foster new learning 
experiences and personal insight (Sperry, 2010; Sarnat, 2010). 
 In cognitive-behavioral therapies, case conceptualization begins with an assessment of 
clients’ automatic thoughts, distorted beliefs, maladaptive schemas, and dysfunctional behaviors. 
These components are then integrated in a manner that presents a coherent depiction of the 
interaction between maladaptive or distorted cognitive structures (i.e., schemas), affective states, 
and behavioral patterns as an explanation for the client’s presenting problem (Beck, 1995). From 
this case conceptualization, competent delivery of cognitive-behavioral therapy is organized 
around the scientific method, whereby the main therapeutic tasks include collecting clinical data 
from valid sources (i.e., objective measures), generating and testing hypotheses, and planning 
interventions based on these hypotheses (Newman, 2010).  
Case formulations in systemic therapies are based on an assessment of couple and family 
interactions and relational problems. Typical assessment approaches include clinical 
interviewing, administering psychometric tests, conducting observations, and family systems 
specific assessments (e.g., genograms). From these assessment methods, the case 
conceptualization is constructed by considering the system as a whole and examining recursive 
family processes and patterns. Specific case conceptualization components include: current 
relationship patterns being enacted in the present, generational patterns of relating, family 
developmental contexts, power dynamics, belonging and intimacy, meaning of symptoms within 
the family’s sociocultural context, family routines and rituals, and family strengths that can be 
utilize to create more workable solutions (Celano et al., 2010). The systemic therapist then plans 
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interventions based on the case formulation to establish more functional family patterns, 
appropriate boundaries, balances of power, rules, and the implementation of problem-solving 
strategies and solutions (Sperry, 2010). 
Intervention Implementation 
Intervention implementation is the process of tailoring interventions to meet the 
individual client needs and maintaining the treatment focus. The main goals of dynamic therapies 
are to foster personal insight, increase interpersonal skills, and provide corrective emotional 
experiences. The focus of treatment is typically related to the client’s most relevant difficult 
relationship pattern (Sperry, 2010). Common therapeutic interventions utilized in dynamic 
therapies include: interpretation of transference and countertransference reactions, clarification 
of conscious or subconscious material, confrontation of defensive distortions, interpretation of 
unconscious material, and working through the pattern (e.g., helping clients unlearn old 
behavioral patterns and learn new ones) (Sperry, 2010; Sarnat, 2010).  
The basic focus of cognitive-behavioral treatment is the client’s pattern of dysfunctional 
cognitions and behaviors. The ultimate goal of treatment is to teach the client to become self-
sufficient and no longer dependent on the therapist in the long term. This is most often 
accomplished through the process of teaching the client self-monitoring and coping skills aimed 
at modifying the dysfunctional cognitive structures and behavioral patterns (Newman, 2010).  
Specific cognitive-behavioral interventions include: using a dysfunctional thought record, asking 
Socratic questions, implementing exposure techniques, teaching relaxation training, conducting 
behavioral experiments, and implementing behavioral activation strategies (Sperry, 2010; 
Newman, 2010). 
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 In systemic therapy, successful intervention implementation is measured by 
effectiveness in helping individual members verbalize unmet needs and in improving family 
relationships (Nichols & Schwartz, 2006). The focus of the treatment is directly established by 
the goals and needs of the family. For example, the focus of couple’s therapy may be aimed at 
increasing positive communication skills and building deeper emotional intimacy. In family 
therapy, however, the focus may be on restructuring the family system or improving parenting 
skills. Specific techniques include: the exploration of genograms, enactments, sculpting, creating 
new family rituals, unbalancing, restructuring boundaries, relabeling, using circular questions, 
and finding exceptions to problems (Sperry, 2006; Celano et al., 2010). 
Intervention Evaluation and Termination  
Intervention evaluation and termination refers to the ability to measure progress, adjust 
interventions accordingly, and prepare clients for termination. In dynamic therapies, standardized 
outcome measures are not typically utilized. Rather, treatment progress is commonly measured 
through observation and interview assessment of the therapeutic process, resolution of 
transference enactments, and evidence of positive changes in interpersonal relationships. The 
client is prepared for termination by reviewing the main themes of therapy and exploring the 
client’s perceptions of termination (Sperry, 2010). 
 In cognitive-behavioral therapies, treatment progress is objectively monitored through the 
use of specific measures and inventories based on symptom presentation and treatment focus. 
The use of specific objective measures is implemented throughout treatment in order to monitor 
session-to-session change. Some examples of commonly used measures include the Beck 
Depression Inventory, the Beck Anxiety Scale, and the Beck Hopelessness Scale (Beck, 1995). 
Because of the time-limited nature of cognitive-behavioral therapies, planning for termination 
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begins during the first session and achieves results when the client is able to apply cognitive and 
behavioral skills independently in order to resolve issues as they arise. Finally, the collaborative 
development of a relapse prevention plan tailored to the individual client signals the end of 
therapy (Newman, 2010; Sperry, 2010).   
In contrast to cognitive-behavioral therapies, systemic therapies place little emphasis on 
formal, standardized measures of monitoring progress over the course of treatment.  
As with dynamic therapies, progress is measured through therapist’s observation and interview 
assessment of symptoms and achievement of client goals. Because therapy is viewed as being 
intermittent rather than continuous, termination is not considered to be a major issue. It results 
when clients believe that the changes made are sufficient and the therapeutic relationship is left 
open-ended so that clients are able return for treatment in the future if deemed necessary (Sperry, 
2010).  
Cultural Competence 
Finally, culturally sensitive practice consists of the ability to practice psychotherapy in a 
culturally sound manner through the use of cultural case formulations and culturally consistent 
interventions (Sperry, 2010). Presently, research is lacking in the provision of information 
regarding the process through which therapists of differing treatment modalities implement 
culturally competent practice, conceptualize culturally diverse cases, and modify theoretical 
orientation to implement culturally appropriate interventions (Tummala-Narra, Singer, Li, 
Esposito, & Ash, 2012). Nevertheless, cultural competence is considered a necessary component 
of effective treatment, and is broadly defined across therapeutic orientations as the capacity to 
achieve culturally sensitive therapeutic alliances and case formulations that lead to positive 
treatment outcomes. More specifically, cultural competence involves the presence of cultural 
THERAPIST COMPETENCE                                                                                                                 14 
 
knowledge, awareness of attitudes and beliefs associated with cultural diversity, identification of 
personal biases and assumptions towards culturally diverse others, and the use of culturally 
appropriate interventions based on cultural case formulations (Sperry, 2010). Furthermore, 
engaging in self-reflection and in steps to foster openness and positive attitudes towards diversity 
has been associated with an increase in culturally competent practices across treatment 
modalities (Tummala-Narra et al., 2012).   
  Cultural case formulations are the cornerstones of culturally competent practices. 
Developing a cultural case formulation which incorporates relevant cultural factors begins with a 
thorough cultural assessment (Sperry, 2010). This assessment involves gathering information 
about the client’s cultural identity, age, ethnicity and race, gender, sexual orientation, religion, 
migration and country of origin, socioeconomic status, and level of acculturation, language, 
explanatory model of illness perceptions, dietary influences, and education (GAP Committee on 
Cultural Psychiatry, 2002, p. 20-47). From this assessment, an understanding of the interaction of 
cultural elements, biological factors, personality dynamics, and situational factors informs the 
case formulation (Sperry, 2010).  
More recently, it has been suggested that this cultural assessment process is more 
proficiently conceptualized through a systemic perspective, as opposed to the traditional 
individualistic perspective. This suggestion is based on the supposition that the majority of 
cultures in the world are collectivistic in nature and value constructs such as harmony and 
interdependence among families and cultural communities. Thus, a systemic perspective 
facilitates the understanding that the client exists within the context of particular systems (e.g., 
family or cultural systems) and does not function as an independent being separate from these 
systemic influences. A culturally competent therapist is able to implement interventions that are 
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not only consistent with the client’s cultural system, but also ones that take into account the 
client’s role within the system, ones that work with the entire system, and that aim to effect 
positive changes in order for the entire system to benefit and grow (Nutt, 2012).  
In summary, the three main therapeutic orientations in the Western world, dynamic 
therapies, cognitive-behavioral therapies, and systemic therapies, are unique approaches to a 
therapy that require specific procedures, skills, and therapeutic abilities. Despite the uniqueness 
of these approaches, six common “core competencies” have been identified across orientations. 
These include: conceptual foundation, relationship building and maintenance, intervention 
planning, intervention implementation, intervention evaluation and termination, and culturally 
sensitive practice (Sperry, 2010). Perhaps because of these common factors, movement towards 
competency-based education, training, and credentialing in professional psychology has recently 
gained momentum (Summerall, Lopez, & Oehlert, 2000). There have been numerous education 
and training groups, workgroups, conferences, and regulatory changes that have taken place 
(Kaslow, 2004) with the aims of establishing the identification and delineation of competencies, 
as well as ways of teaching and measuring them (Fouad et al., 2009). As a result, significant 
progress has been made in regard to fostering this movement towards a culture of competence 
(e.g., Nelson, 2007). 
Historical Account of the Competency Movement 
A historical perspective of psychology’s movement towards a culture of competency, 
beginning with a review of the development of professional education and credentialing (Nelson, 
2007), reveals that the field of psychology as a licensed profession is over 65 years old. The state 
of Connecticut passed the first licensure law in 1945 (Reaves, 2006). It was around this time that 
World War II veterans were returning, with many in need of psychological services. The US 
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Veterans Administration and the US Public Health Services recognized this need at the time; 
they also recognized the shortage of qualified mental health professionals. They responded by 
seeking out the APA and requested the APA to provide information regarding adequate 
treatment and training facilities for doctoral level clinical psychologists (Pottharst, 1973; 
American Psychological Association Committee on Training in Clinical Psychology, 1947).  
As requested, the APA published the Report of the Committee on Training in Clinical 
Psychology, which outlined a recommended program for clinical psychology with specific 
standards for universities, training facilities, and internship sites, as well as guidelines for 
ensuring compliance with these standards. Essentially, this marked the beginning of the 
accreditation process for the field of clinical psychology (American Psychological Association 
Committee on Training in Clinical Psychology, 1947; Peterson, 2007), with the official start of 
the accreditation process beginning in 1948 through the work of the APA Committee on 
Accreditation (Sheridan, Matarozzo, & Nelson, 1995). Following this report, a conference was 
held in Boulder, Colorado in 1949, with the goals of utilizing the Report of the Committee on 
Training in Clinical Psychology as a working guideline to formulate an academic model for 
training clinical psychologists. Known as The Boulder Conference, this meeting provided the 
forum for a review of the current methods of training, an evaluation of the current and 
prospective demands for clinical services, and the creation of a model that would establish a 
method of standardization and delegation of responsibilities to psychology departments for both 
didactic and for practical training requirements (Benjamin & Barker 2000; Pottharst, 1973). This 
model became known as the scientist-practitioner model, which is the typical model still utilized 
in Ph.D. psychology programs (Pottharst, 1973).  
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Thus, it was at this time that the development of the licensure process and the 
accreditation process of educational and training facilities were advancing. However, they were 
doing so independently of one another, with the purpose of serving related, but distinct functions. 
Regardless of their independent developments, both of these processes were implemented in 
order to ensure a minimum standard for public accountability by establishing requirements and 
procedures designed to uphold the standards of the profession and to produce professionals 
deemed competent to practice (Nelson, 2007). 
By the 1970s, the accreditation process and the credentialing process began to be 
questioned by people both inside and outside the profession (Nelson, 2007). In regard to the 
accreditation process, concerns were raised about the scientist-practitioner model, with many 
professionals highlighting the appropriateness of this model for only a minority of practicing 
psychologists. In particular, people began to raise questions about the clinical applicability of 
this training model; this was a result of the emphasis on the scientist aspect through a 
concentration on research. Some even suggested that this model required too much time and 
training in skills not relevant to clinical work and it was producing an inadequate number of 
psychologists to meet the community demands for services. In response to these criticisms, the 
APA formulated the Psy.D. Practitioner model of education and revealed it at the 1973 Vail 
Conference on “Levels and Patterns of Professional Training in Psychology.” The aim of this 
conference was to create a training model that would encourage programs to have a greater 
emphasis on clinical practice, community mental health needs, and human diversity. The result 
was the provision of an alternative to the Ph.D. model (Pottharst, 1973) and a revision that 
broadened the APA accreditation criteria in the field of psychology (Sheridan et al., 1995; APA 
Committee on Accreditation, 1979).  
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Concurrently, people were also questioning current licensing practices (Nelson, 2007) 
and challenging the notion that there was a relationship between these practices and protection of 
the public from receiving services delivered by incompetent professionals (Gross, 1978). Others 
raised the issue of how well the questions on the Examination for Professional Practice of 
Psychology (EPPP) (the licensing exam) actually reflected the reality of professional practice in 
the field by suggesting that most of the questions did not assess for clinical skills or knowledge 
(Greenberg, 1978) nor provide a valid measure of clinical competence (Koocher, 1979).  
Furthermore, the field of psychology at that time began to experience court challenges to 
the definitions of the title and practice of psychology under the existing licensure practices. 
Efforts to rectify these complaints began with the work of the National Register and the 
Association of State and Provincial Psychology Boards (ASPPB) when they created a 
designation system that verifies curriculum content in graduate programs and also students’ 
academic transcripts who apply for credentials in professional psychology (Nelson, 2007). 
Additionally, the ASPPB began sponsoring systematic investigations to examine content validity 
of the questions asked on the EPPP, and the groups continue to assess for the relationship 
between candidates’ test scores and certain characteristics as a means of quality assurance 
(ASPPB Information for EPPP Candidates, 2011).  
By the 1980s and early 1990s, educators in the field of psychology focused on the 
accreditation process that was viewed to be costly and intrusive. However, psychologists 
practicing in the field and those involved in the credentialing process believed programs should 
be held more accountable for their curricula and wanted more representation of academic science 
and professional practice on the Committee on Accreditation (CoA) (Nelson, 2007). The result 
was a broadening and reorganization of the competency-based model. This new model began to 
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require education and training programs to demonstrate how foundational competencies were 
developed in their students, to what extent the competencies were developed, and how this 
development was assessed (APA Commission on Accreditation, 2009). Following these changes, 
numerous educational and training programs implemented competency-based training models; 
the National Council of Schools and Programs of Professional Psychology (NCSPP) was the first 
to do so. Their work, which included identifying core competency domains related to a variety of 
roles and functions that psychologists perform, provided a foundation for training and continues 
to serve as a guide for many schools of professional psychology (Peterson et al., 1992; Borden & 
McIllvried, 2010). 
With the growth of professional schools of psychology came concerns about internship 
placements for the growing number of students graduating from these programs. Specifically, 
there began to be more students needing internship placements than available internship 
positions (Nelson, 2007). This has been commonly referred to as the “supply demand crisis” 
within the profession (Stedman, Schoenfield, Carroll, & Allen, 2009, p. 135), and has prompted 
many efforts to resolve the problem. In particular, the Association of Psychology Postdoctoral 
and Internship Centers (APPIC) and the APA convened at a conference with the aims of 
promoting the development of additional internship sites (Pederson et al., 1998) and increasing 
efforts to move towards a focus on the development and assessment of specific competencies at 
the internship level (APA, 2006). 
The internship shortage also led to the development of the APA’s Commission on 
Education and Training Leading to Licensure in 2001. This organization issued a report 
recommending that competency objectives at different stages of training be developed and 
outlined, along with education and training guidelines for fostering developmentally-informed 
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methods of teaching and assessing for the acquisition of competencies (APA Commission on 
Education and Training Leading to Licensure in Psychology, 2001; APA, 2006). Furthermore, 
the Education Directorate of the APA began to hold an Education Leadership Conference (ELC), 
beginning in 2001. The aim of this first meeting was to identify the goals of pre-internship 
training and the recommended order of acquisition (Belar, Nelson, & Wasik, 2003). Thus, in 
response to numerous concerns, questions, and challenges within the field, efforts were initiated 
to ensure that a culture of competence would permeate the entire educational and training 
structure at all developmental levels.  
Modern Developments in the Competency Movement 
A seminal, multinational conference with representatives from education, training, 
practice, public interest, research, credentialing, and regulatory constituency groups, entitled 
“Competencies Conference: Future Directions in Education and Credentialing in Professional 
Psychology” was held in Scottsdale, Arizona in 2002. This conference was sponsored and hosted 
by APPIC, with significant support from the APA (Kaslow et al., 2004). The purpose of this 
conference was to obtain agreement about the developmental levels of competencies, and in 
particular, curriculum objectives, the role of practicum training, timing of internship placement, 
and licensure for independent practice. The specific goals were to: (1) identify core competencies 
building upon already existing models, (2) formulate developmental and integrated models of 
competencies for the training of the next generation of professional psychologists, and (3) 
develop strategies for the evaluation of competencies and the assessment of competence (Kaslow 
et al., 2004; APA, 2006).  
Members of the workgroup arrived at a consensus that the following eight core 
competency domains of knowledge, skills, and attitudes are of particular importance in the 
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education and training of professional psychologists: (a) scientific foundations of psychology 
and research methods, (b) ethical, legal, and public policy issues, (c) supervision, (d) 
psychological assessment, (e) intervention, (f) individual and cultural diversity, (g) consultation 
and interdisciplinary relationships, and (h) professional development issues. These eight domains 
provided the framework for the Competencies Conference, with each domain having a specific 
workgroup charged with the task of examining the definition of the domain, identifying the 
process and developmental sequence of achieving specific competencies, including the manner 
in which they should be assessed. Additionally, two other workgroups were created to address 
extraneous needs not particular to these domains. The first additional workgroup was tasked with 
identifying a conceptual model for assessing overall levels of competence across these eight 
domains, and the other additional workgroup was asked to address the need for a competency-
based model of education and training for professional psychologists (Kaslow et al., 2004; 
Rodolfa et al, 2005).  
Several themes emerged from the work accomplished at this conference within the areas 
of identification, training, and assessment of competence. In regard to the identification of 
specific competencies, the members acknowledged that the construct of competence includes an 
integration of knowledge, skills, and attitudes, but urged the development of a consensus 
regarding the specific knowledge, skills, and attitudes expected at each developmental level 
throughout the entire career process. Additionally, they highlighted the importance of cross-
cutting or general competencies that span the diverse roles psychologists perform, such as: issues 
of individual and cultural diversity, ethical practices, interpersonal and relationship skills, critical 
thinking, and knowledge of self. 
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In regard to the training of competence, an agreement on the importance of a 
developmentally-informed education and training progression that increases in level of difficulty 
and complexity, based upon the stage of learning and experience was obtained. The members 
recommended that educators and trainers employ a variety of teaching methods, in addition to 
didactic instructional activities, such as experiential projects, modeling, working in conjunction 
with role models, role plays with feedback, vignettes, in-vivo experiences, supervised 
experiences, and other applied practical experiences. Additionally, they highlighted the essential 
role of a supportive environment, steeped in the culture of competency assessment by indicating 
that competence is best fostered in such an environment. 
Finally, relating to the assessment of competence, the workgroup members confirmed the 
need for the development of effective strategies for the assessment of knowledge, skills, and 
attitudes for each competency domain. They recommended that there should be both formative 
assessments (feedback intended to foster further development) and summative assessments 
(evaluations that serve as standards for progression and gate keeping purposes). Additionally, 
they recommended assessments be conducted  from a multi-trait (assessment of all competency 
domains, such as knowledge, skills, and attitudes), multi-method (using various forms of 
evaluations such as written measures, case record reviews, supervision ratings, and direct 
observations), and multi-informant (360-degree evaluations acquired through the gathering of 
feedback from multiple sources such as supervisors, peers, and clients) process (Kaslow et al., 
2004; Kaslow, 2004). 
Other common themes that emerged were focused on the essential nature of integrating 
science and practice, as well as a commitment to life-long learning. Members also acknowledged 
that capability (the ability to adapt to change, acquire new knowledge, and continue to progress) 
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is important to focus on in training and in education, in addition to competency (knowledge, 
skills, and attitudes with their integration). Finally, emphasis on self-assessment with a focus on 
metaknowledge (knowing what one knows and what one does not know) and metacompetencies 
(the ability to judge personal boundaries of competencies) was highlighted, and it was 
recommended that there be increased efforts to promote accurate self-assessment, self-
monitoring, and self-reflection strategies in developing clinicians (Kaslow et al., 2004; Kaslow, 
2004; APA, 2006). 
In addition to the aforementioned themes, members of this workgroup also created a cube 
model for the development of competence. The cube is a diagrammatic representation of 
foundational competency domains (reflective practices/self-assessment, scientific knowledge and 
methods, relationships, ethical and legal standards/policy issues, individual and cultural 
diversity, and interdisciplinary systems), functional competency domains 
(assessment/diagnosis/conceptualization, intervention, consultation, research/evaluation, 
supervision/teaching, management/administration), and stages of professional development 
(doctoral education, doctoral internship/residency, postdoctoral 
supervision/residency/fellowship, continuing competency). This model allowed for a visual 
conceptualization of the essential components in the development of competent psychologists, 
whereby the foundational competency domains provide a foundation for the functional 
competencies in the context of the stages of professional development (Rodolfa et al., 2005). 
Developments Following the Competence Conference 
 Around the time period that the Competence Conference was held, there were growing 
concerns about practicum students acquiring mass quantities of hours with the belief that the 
more hours they accumulated, the more competitive they would be for internship (Nelson, 2007). 
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The fear of educators and trainers in the profession was that the students were sacrificing quality 
hours, which focused on the building of competencies, and choosing instead, quantity of hours 
(Borden & McIlvried, 2010). These concerns, along with recommendations from the 
Competency Conference initiated the Association of Directors of Psychology Training Clinics 
(ADPTC) Practicum Competencies Workgroup. This workgroup convened in order to identify 
specific developmental levels of progression throughout the pre-internship educational and 
training experience.  
In addition, the workgroup worked towards identifying the specific knowledge, skills, 
and attitudes that should be present in students at the novice level before beginning participation 
in a practicum experience. Members of the workgroup believed that the following “trainee 
characteristics” should preexist before beginning a clinical program: interpersonal skills 
(empathy, verbal/nonverbal communication, openness to feedback), cognitive skills (intellectual 
curiosity, problem-solving, reasoning), affective skills (tolerance of affect, interpersonal conflict, 
and ambiguity), attitude/personality (integrity, honesty, ethical behavior, interest in helping 
others), expressive skills (communication of feelings and ideas in verbal, nonverbal, and written 
forms), reflective skills (understanding how behavior affects others), and personal skills 
(organization, hygiene, and appropriateness). They also indicated the belief that beginning 
graduate education with these characteristics would facilitate the process of acquiring 
competencies (Hatcher & Lassiter, 2007). 
To further the work of this conference, the Council of Chairs of Training Councils 
(CCTC) implemented a continuing agenda item, which involved identifying specific 
competencies. As a result, the Practicum Competencies Outline, was created, expanded, and 
enhanced by the work accomplished by the ADPTC. This outline identified five levels of 
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competence: novice, intermediate, advanced, proficient, and expert. Furthermore, it outlined the 
specific knowledge, skills, attitudes, and metaknowledge expected to be present before beginning 
internship. Finally, they included behavioral anchors for each of the competencies at all levels, 
which built upon the Cube Model created at the Competencies Conference (Hatcher & Lassiter, 
2007). 
In September of 2006, a thirty-two member workgroup was established by the CCTC and 
the APA Board of Educational Affairs. This workgroup, entitled “The Assessment of 
Competency Benchmarks Workgroup,” convened with the aim of identifying the essential 
components or benchmarks, for each of the foundational and functional competencies, as well as 
the behavioral indicators of acquisition of each competency in professional psychology.  
Specifically, they identified the competencies originally outlined by the 2004 Competency 
Conference, and added three new ones, including professionalism (to address issues of behavior 
and personal manner), teaching, and ethics. The final list of foundational competencies included: 
professionalism, reflective practice, scientific knowledge and methods, relationships, individual 
and cultural diversity, ethical and legal standards and policy, and interdisciplinary systems. The 
functional competencies included: assessment, intervention consultation, research and 
evaluation, supervision, teaching, administration, and advocacy. The group focused on three 
levels of education and training: Graduate Training and Readiness for Practicum, Practicum 
Training and Readiness for Internship, and Internship Training and Readiness for Entry to 
Practice.  
The end result of the workgroup was a document that outlined the benchmarks for 15 
core competencies over three levels of development in education and training. The members of 
the workgroup concluded by stating their hopes that this document would serve as a guide for 
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supervisors and students to evaluate progress and training. Additionally, it was speculated that 
this document could also serve as a tool to help identify lagging trainees early and to intervene in 
a helpful manner (Fouad et al., 2007). 
Assessment of competence. Throughout the process of moving towards a culture of 
competence, significant progress was made on identifying effective means of assessing for 
competencies in students (Borden & McIlvried, 2010).Thus, the culture of competence has 
continued to gain support within the field of psychology, but a culture of assessment has lagged 
behind (Roberts, Borden, Christiansen, & Lopez, 2005). This is problematic because the 
assessment of competency fosters learning, evaluates progress, assists in program evaluation, 
advances the field and serves to protect the public (Kaslow et al., 2004; Kaslow, 2004). 
However, there have been several challenges identified in moving the field of psychology 
towards a culture of assessment; these were outlined and described in depth by the APA Task 
Force on Assessment of Competence in 2004 (APA, 2006). 
 Foremost, the challenge in defining specific competencies in precise, measureable, and 
agreed upon terms without oversimplifying them has made it difficult to create valid and reliable 
measures of assessment (APA, 2006). Although the Cube Model (Rodolfa et al., 2005) outlined 
the specific competency domains, there continues to be a lack of broad acceptance of these 
domains across the various schools of practice within the field of professional psychology. This 
is perhaps most evident when considering schools from different theoretical orientations, in 
which there are often different beliefs about those knowledge, skills, and attitudes that compose 
each competency (Lichtenberg et al., 2007; APA, 2006). Because there is not a standardized 
curriculum or model of education for programs in psychology, many argue that creating 
standardized assessment measures would not be able to fully capture the unique competencies 
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from a variety of theoretical orientations (Borden & McIllvried, 2010) or would be flexible 
enough to be implemented in programs that vary in their sequence and timing of training 
experiences and internship placement (Lichtenberg et al., 2007; APA, 2006). 
 Second, even though there are adequate means of assessing knowledge, the assessment of 
skills and attitudes remains problematic. The means of assessing skills are either too far removed 
(i.e., taking a written exam or writing a paper) or are expensive, labor intensive, and time 
intensive (i.e., direct observation or role plays with the supervisor). Even when these high 
fidelity measures are used, the question of generalizability from one setting to another and from 
one developmental period to another has to be raised (APA, 2006). Assessing attitudes and 
values is difficult to do validly and comes with the risk of imposing someone else’s values onto 
others (Borden & McIllvried, 2010). Furthermore, assessing the integration of knowledge, skills, 
and attitudes is even more challenging, and there are no ideal means of accomplishing this. 
However, it is the integration of these components that composes competency and assessment of 
these components in an integrated approach is the only way to truly capture the complexity that 
is required for competency in a variety of domains and functions (APA, 2006). 
 Additionally, the act of giving appropriate feedback, both positive and negative, is often 
challenging for professionals in the field. This challenge results from difficulty in knowing how 
to deliver feedback in a productive and useful way to the student or peer. Also, there are many 
fears surrounding the provision of negative feedback, such as fears of shaming or hurting the 
person, of being challenged or confronted, or of having legal or institutional consequences (APA, 
2006). The difficulty in evaluating competency becomes especially challenging when 
supervisors and faculty members are placed in a dual role; they are asked to evaluate the same 
students they have previously spent time mentoring (Lichtenberg et al., 2007; APA, 2006). 
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Finally, one of the last challenges that arises with a movement towards a culture of 
competency assessment regards the resistance that occurs with change. Thus, as with any change, 
people that are affected are likely to raise a number of concerns and questions about what this 
change means for the field and also concerns about the ensuing implications. Although several 
efforts have been established to further the competency movement, more questions than answers 
have been discovered. One of the primary questions that remains, for example, is how to identify 
and remediate students who are not meeting the competency benchmarks as expected. 
Nevertheless, as the field progresses in this direction, these challenges, questions, and concerns 
are not necessarily roadblocks, but rather steps along the path that warrant further research and 
exploration (Lichtenberg et al., 2007).  
 In order to continue movement along this path and to further the process of overcoming 
these challenges, the APA Task Force on Assessment of Competence (APA, 2006) was held. In 
doing so, the members of this task force outlined 15 guiding principles for the assessment of 
competency that are intended to foster the development of the competency movement. Based on 
these guiding principles, members of the task force provided several recommendations to 
enhance the assessment of competency within the profession. One of these recommendations 
called for the creation of an assessment toolbox. In response to this recommendation, Kaslow 
and colleagues (2009) published an article that outlined a toolkit with a variety of methods for 
the assessment of each competency. This toolkit, which was designed to be utilized in 
congruence with the benchmarks (Fouad, et al., 2009), specified those methods that are 
appropriate for assessing each of the broad foundational and functional competencies; it also 
provided information about the strengths, weakness, and psychometric properties of each 
method.  
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The methods described included: 360-degree evaluations (evaluations from multiple 
sources, such as supervisors, peers, colleagues, subordinates, and clients); annual/rotation 
performance reviews from faculty and supervisors; objective, structured clinical examinations 
(specially trained actor plays the role of a patient with specific psychological problems so that 
different competencies can be targeted); portfolios (collection of materials such as written 
documents and audio/video recordings); record reviews; self-assessments; simulations/role plays, 
standardized client/patient interviews; structured oral exams, and written exams. The main 
feature of this toolkit was the intention that it be utilized as a multimodal means of assessment, 
so that there would not be one comprehensive method, but rather, a combination of methods. It 
was advised that the methods chosen be based upon the competency to be measured, the 
psychometric properties, feasibility, strengths, and challenges of the method, as well as the 
context of the assessment (Kaslow et al., 2009). 
 In summary, the movement towards a culture of competence based on the integration of 
knowledge, skills, and attitudes has progressed due the efforts of many organizations, 
workgroups, and conferences that delineated the developmentally-informed competencies and 
appropriate means of assessing these competencies. As a result, the specific knowledge, skills, 
and attitudes at each developmental level have been identified, as well as the behavioral 
indicators of each competency. With the advent of the competency assessment toolkit, a number 
of methods of assessing each competency have been made available. Thus, there is information 
about the construct of competence, the specific competencies that comprise overall competence, 
and what these competencies look like, behaviorally. However, the individual characteristics that 
are associated with competence are not addressed in this model, indicating that little is known 
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about those personal factors that actually influence therapists’ competence and the process of 
psychotherapy.    
The Influence of Therapist Variables on Psychotherapy 
 It is widely acknowledged that some therapists are more effective than others (Blatt, 
Sanislow, Zuroff, & Pilkonis, 1996), because some therapists generally tend to produce better 
outcomes for patients overall (Stirman & Crits-Christoph, 2011). However, therapist variables 
that are related to effectiveness are often neglected in the research and are poorly understood 
(Blatt, Sanislow et al., 1996; Najavits & Strupp, 1999). Although this is accurate for a variety of 
reasons the dearth of knowledge is primarily the result of the intention for research to be patient-
focused. This focus precludes many studies from including therapist variables involved in the 
process and outcome of treatment as a primary factor in data analysis. Rather, therapist variables 
are often examined through post-hoc analyses in large clinical trials after the primary focus (e.g., 
effectiveness of treatment conditions) has been addressed (Elkin, 1999; Huppert et al., 2001). 
Thus, most of the information gleaned has come from process-outcomes studies, whereby 
therapist variables are studied in terms of their association with effective therapists, or with those 
that tended to produce better outcomes for their patients (i.e., Beutler et al., 2004). 
 Why little is known about Therapist Variables 
 The therapist is often a neglected variable in psychotherapy research (Elkin, 1999; 
Garfield, 1997; Luborsky, McLellan, Woody, O’Brien, & Aurbach, 1985; Najavits & Strupp, 
1994). This paucity of research on therapist factors occurs for several reasons. Foremost, the 
method used to analyze the relationship between therapist variables and outcomes has 
historically varied widely (Stirman & Crits-Christoph, 2011); this impacts the means of data 
analysis, and consequently, the results and conclusions obtained in the literature (i.e. Lutz, Leon, 
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Martinovich, Lyons, & Stiles, 2007; Wampold & Bolt, 2006; Wampold & Serlin, 2000). 
Research before the 1980s typically utilized a small, heterogeneous sample of therapists 
implementing open-ended, naturalistic forms of psychology. However, beginning in the 1980s, 
research began to focus on specific treatments for specific types of disorders and patient 
problems, using randomized clinical trial methodology and larger sample sizes in naturalistic 
studies (Carroll, 2001; Stirman & Crits-Christoph, 2011).  
In studies with randomized clinical trial methodology, the magnitude of therapist effects 
are minimized to serve the purpose of measuring the treatment effects of specific therapy 
models. This emphasis on measuring treatment effects leads to methodological attempts to 
maximize control over the influence of therapist variables. The treatment used is typically short-
term and held constant through the use of standardized treatment manuals, implemented with 
similar patient types and diagnostic categories identified through the use of structured diagnostic 
procedures and reliable symptom measurements assessed by independent diagnosticians. 
Additionally, homogenous therapists are specifically chosen to participate, based on their 
commitment to and specialized experience with the treatment, as well as their willingness to use 
prescribed treatment manuals and to participate in training and intensive supervision (Beutler et 
al., 2004; Carroll, 2001; Okiishi, Lambert, Nielsen, & Ogles, 2003; Stirman & Crits-Christoph, 
2011). 
As control over the therapies increases, therapist effects decrease, and vice versa (Carroll, 
2001). With the decrease in therapist effects, many researchers assume comparable levels of 
competence among therapists, which allows for the therapist effects to be treated as a source of 
error rather than as a source of variance to test for the effects in outcome attributable to the 
treatment (Blow, Sprenkle, & Davis, 2007). With this intention to test for the effects of 
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treatment, most outcomes studies either treat the therapist as a fixed effect or ignore the effect 
altogether (Martindale, 1978). In doing so, researchers make the assumption that therapists are 
interchangeable and have had nothing to do with the differences in treatments or outcomes 
(Crits-Christoph & Mintz, 1991). Consequently, researchers tend to average the therapists’ 
scores on process measures, which provide no information about the behaviors of the more and 
less effective therapists. When therapist variables are assessed under this assumption, the 
therapists are usually compared, based on demographics, which are not typically related to 
outcome (Najavits & Strupp, 1994). 
If the assumption that therapists are interchangeable is incorrect, then the effectiveness of 
the therapies depends on the group of therapists providing the treatment. Thus, the results cannot 
be generalized beyond that same group of therapists in the study and the same results would 
likely be found again, only with different clients being seen by the same therapists (Crits-
Christoph & Mintz, 1991; Luborsky et al, 1985; Martindale, 1978). Some researchers have 
argued that this is in fact the case, and reanalyzed the data from several previously published 
outcomes studies by treating the therapists as a random factor (e.g. Crits-Christoph et al., 1991; 
Martindale, 1978). For example, Crits-Christoph and colleagues (1991) reanalyzed the data from 
10 clinical control trials with 27 treatment groups, and reported significant variability in size of 
therapist effects, with a range from 0% to 48.7%. For all treatment groups and outcome 
measures, the variance in outcome attributable to therapists was, on average, at the level of a 
medium effect size (the mean therapist effect across outcome measures was 8.6% of the total 
outcome variance) and was larger than the effect sizes among treatment types.   
These authors concluded that although the use of a manual and the greater level of 
experience were associated with less therapist variability, there are significant differences in 
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therapists and these are not interchangeable. Accordingly, treating therapists as fixed variables 
overestimates the between-treatments effects and increases the risk of a Type I error, by 
indicating there are differences attributable to treatments when they are actually attributable to 
therapists (Crits-Christoph & Mintz, 1991; Eells, Lombart, Kendjelic, Turner & Lucas, 2005; 
Martindale, 1978; Wampold & Serlin, 2000). Therefore, because of the wide variability of 
therapist effects across studies, analyses of the factors that contribute to the size of effect is even 
more important (Crits-Christoph et al., 1991), lending support to the notion that therapists are 
independent agents of change that either enhance or reduce the effects of a given treatment 
(Luborsky et al., 1985). 
Even when studies correctly treat the therapist as a random variable, other 
methodological shortcomings continue to exist; these contribute to therapist effects being an 
understudied area of interest (Carroll, 2001). First, many outcome studies utilize a small number 
of therapists and rarely randomize patient assignment, making it impossible to draw firm 
conclusions (Elkin, 1999). Second, therapist characteristics often remain confounded with types 
of treatment (Carroll, 2001), because it is possible that different types of therapists with specific 
characteristics may tend to implement particular types of treatments, or therapists implementing 
one type of treatment may be more competent, in general, than those implementing another. 
Third, the intensive training and supervision that therapists receive likely impacts the therapeutic 
process and may create a context that is remarkably different from the general population of 
therapists, making the results even less likely to be generalizable (Brosan, Reynolds, & Moore, 
2006; Elkin, 1999). Fourth, relationships between therapist variables and outcomes are usually 
correlational, leaving an abundance of other possible explanations (Carroll, 2001). Finally, the 
neglect to assess for multivariate, as opposed to single dimensions of therapist behavior in the 
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therapeutic process, may hinder the ability to predict outcome from the therapist behavior and to 
understand the way that specific (i.e., adherence to techniques) and nonspecific factors (i.e., 
interpersonal and relationship skills) interrelate (Schaffer, 1982). Thus, there are many 
challenges to adequately examine the influence of the therapist on outcomes, yet the available 
research continues to demonstrate the fact that there is variance attributable to therapist variables 
in outcome studies.    
Variance in Outcome Studies 
 There are a tremendous amount of variables to consider in terms of patients, therapists, 
and their interactions (Wampold et al., 1997). The therapeutic process and outcomes are based 
on the therapeutic method or technique, the therapeutic relationship, patient characteristics, and 
therapist characteristics (Blatt & Zuroff, 2005). In a seminal study conducted by Luborsky and 
colleagues (1985), the contribution of nine therapists’ performances in determining outcomes 
was explored through the use of three treatment conditions. The range of patient improvement 
was dramatic (82% to -1%), indicating that some patients improved greatly, but others actually 
got worse. The therapists whose caseloads showed the largest within-therapist effect sizes also 
showed the best patient outcomes. Another study by Luborsky and colleagues (1986) obtained 
similar results, but also determined that the outcome was primarily associated with therapist 
characteristics (e.g., therapeutic alliance and adherence to treatment), as opposed to patient 
characteristics. 
In order to explore the role of therapeutic modality in patient outcomes, The National 
Institute of Mental Health (NIMH) Treatment of Depression Collaborative Research Program 
(TDCRP) was initiated. This was the first methodologically rigorous multisite, randomized 
clinical trial of treatment for depression.  In a 3 (Research Site) X 4 (Treatment Condition) 
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factorial design utilizing 239 patients and 28 therapists, the researchers studied three types of 
brief (16-20 sessions) outpatient treatments: Cognitive Behavioral Therapy (CBT), Interpersonal 
Therapy (IPT), and Imipramine plus clinical management (IMI-CM). Additionally, a double 
blind control group was included; these received a pill placebo and clinical management (PLA-
CM). Analysis of the results indicated only modest differences between outcomes in the three 
active treatment conditions, with IPT and IMI-CM being somewhat more effective than CBT 
with more severely depressed patients (Elkin et al., 1989). Based on these results, the original 
hypotheses predicting significant effects due to treatment conditions were rejected, and it was 
concluded that the outcomes appeared to be related more significantly to differences among 
patients and therapists than to difference between the treatment modalities (Blatt, Sanislow et al., 
1996). 
Original analyses of this study did not examine differences in outcome related to therapist 
factors. However, subsequent analyses revealed differences in efficacy among the therapists in 
all treatment conditions (Blatt, Sanislow et al., 1996). Elkin, Falconnier, Martinovich, and 
Mahoney (2006) and Kim, Wampold, and Bolt (2006) conducted separate analyses using 
multilevel modeling strategies to assess therapist effects in relation to outcomes. Even though 
they used the same data set, Elkin et al., (2006) found no significant therapist effects, whereas 
Kim et al., (2006) concluded that approximately 8% of the variance in outcomes was attributable 
to the therapists. Several researchers have made commentaries in regards to this discrepancy, and 
overall, it has been concluded that differences in the data analysis model and the way in which it 
is applied can create drastically different results (Crits-Christoph & Gallop, 2006) and can make 
therapist effects virtually disappear (Wampold & Bolt, 2006).   
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To further the research on therapist effects, Luborsky and colleagues (1997) compared 
outcomes across 22 experienced therapists and seven patient samples. The therapists in this study 
demonstrated a minimum level of competence prior to the study; they used manuals, and 
received regular supervision. The patients within each sample did not differ significantly and 
were randomly assigned to the therapists’ caseloads. Results were similar to those reported 
previously, because there were significant between-therapist and within-therapist effects on all 
outcome measures, with the best post-treatment outcomes obtained by therapists with the 
greatest percentage of improvements within their caseloads and the lowest rates of attrition. Most 
interestingly, three therapists delivered treatments in multiple samples at different sites, and 
those that were more effective in one sample were also more effective in others, suggesting that 
differences in effectiveness were not explained by patient characteristics, but that their 
performance reflected a therapist quality.  
More recent, better controlled studies that used manuals generally demonstrate fewer 
therapist effects (Crits-Christoph et al., 1991; Crits-Christoph & Mintz, 1991), and studies with 
high levels of variability attributable to therapists are usually older (before manuals and before 
the  focus on specialized training for therapists) or are naturalistic studies with no control over 
therapists (Carroll, 2001). However, there is still significant evidence that attempts to control 
therapist effects that are largely unsuccessful, because there remains considerable variability in 
therapist effectiveness in outcome studies, even among well-trained therapists utilizing manual-
based treatments (Beutler et al., 2004; Blow et al., 2007; Huppert et al., 2001; Luborsky et al., 
1997). Although some argue that the variability in therapist competence in the general population 
is likely to be significantly larger than the variability in therapists participating in research 
studies (Blow et al., 2007; Luborsky et al., 1997), more recent studies using multilevel models 
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applied to clinical and naturalist studies, where the therapist is treated as a random factor 
generally report a small to medium effect size with  5%-10% of the total variability in outcome 
studies as being attributable to between-therapist differences (e.g. Crits-Christoph et al., 1991; 
Crits-Christoph & Gallop, 2006; Kim et al, 2006; Wampold & Brown, 2005).  
Therapist Variables 
Some researchers are beginning to acknowledge the presence of a “g-factor” of 
psychotherapy, whereby the therapist can be considered the major structure responsible for 
determining outcome, with all other factors being subordinate (Lindgren, Folkesson, & 
Almqvist, 2010). Research has revealed that there is significant variability among therapists, but 
reasons for this variability remain unknown (Blow et al., 2007). Accordingly, it may be 
beneficial to explore the personal characteristics of the therapist in order to gain greater 
understanding of the factors involved in the therapist as a “g-factor” and on treatment outcome 
(Lindgren et al., 2010; Carroll, 2001).  
Beutler, Machado, and Neufeldt (1994) classified and described therapist variables in 
terms of four categories: (1) observable traits (stable characteristics observable by an external 
coder that manifest in the therapist independent of the therapeutic process), such as age, gender, 
and race; (2) observable states (unfixed characteristics related to the therapeutic process that do 
not need to be inferred, but can be identified through external procedures), such as level of 
training and experience; (3) inferred traits (relatively stable characteristics that can be inferred 
only from information provided by the therapist), such as personality and emotional well-being; 
and (4) inferred states (relatively unfixed variables that can be inferred only from the information  
provided by the therapist that pertain to the therapeutic process), such as ability to form a 
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therapeutic alliance. Following is a brief overview of some of the relevant findings for each 
category.  
 Observable traits.  
 Therapist gender. Most studies examining the relationship between therapist gender and 
patient outcomes have yielded inconsistent results (Beutler et al., 2004) and contain a number of 
methodological limitations such as small sample sizes, use of female clients only, poor outcome 
measures, and unequal distribution of clients, based on pretreatment characteristics. Additionally, 
therapist gender is also often confounded with a number of therapist variables, including 
experience, skill level, and treatment orientation (Zlotnick, Elkin, & Shea, 1998), making it 
difficult to draw firm and generalizable conclusions. In general, research studies typically 
support one of the following hypotheses: (1) female therapists are more effective than male 
therapists at treating both female and male clients (e.g., Fisher, 1989); (2) therapy is more 
effective when the therapist and patient are matched, based on gender (e.g., Person, Persons, & 
Newmark, 1974), or (3) therapist gender is a poor predictor of therapeutic outcome (e.g., 
Bowman, 1993; Scher, 1975).  
Fisher (1989) attempted to offer tentative support for the notion that female therapists are 
overall more effective than male therapists in a naturalistic study of adult outpatients. Although 
the results of the study were not significant, trends suggested that both male and female 
therapists perceived the causes of women’s problems as being more internal and persistent than 
men’s problems. This was true regardless of whether or not the female in question was the 
patient or was the therapist. Thus, female therapists perceived difficulties in the therapeutic 
relationship as being more central to themselves, as compared with male therapists. 
Consequently, women in this study perceived themselves as being responsible for negative 
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events in the therapeutic relationship, whether the woman was the therapist taking responsibility 
for the relationship, or was the patient being perceived by her male therapist as being responsible 
for her problems and was not likely to change. Fisher (1989) concluded by stating women may 
be more effective therapists because they are less likely to blame their patients, although there 
was no measure assessing if patients actually perceived the male therapists as blaming them, the 
female patients, for their problems or if self-blame as a therapist actually increases therapeutic 
effectiveness (Bowman, 1993).  
A more recent study examined gender differences in regard to personality and 
interpersonal functioning in a sample of substance abuse therapists in Finland (Saarino, 2010). 
The researcher used a measure of personality traits and a vignette task to measure interpersonal 
functioning based upon the responses to clinically-relevant scenarios in the sample of therapists. 
Results from this study indicated women scored significantly higher on traits of friendliness and 
openness to experiences, as well as on all of the dimensions on the vignette-response tasks (i.e., 
empathy, genuineness, respect for clients, and concreteness). Additionally, women in this study 
were less excessively directive and tended to use more motivational interviewing strategies, as 
opposed to more confrontational strategies independent of theoretical orientation. 
Some researchers have suggested that better outcomes are achieved with matched pairs, 
particularly with female clients. Orlinksy & Howard (1976) studied 78 female clients seen by 18 
male therapists and 40 female clients seen by 9 female therapists. Fifteen of the 46 dimensions of 
the patients’ therapeutic experiences showed statistically significant differences as a function of 
the therapists’ gender, with women seen by female therapists reporting more satisfaction and 
support. However, when clients were grouped into categories based on age and marital status, it 
was reported that younger women who are neither wives nor mothers were largely responsible 
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for these effects; an additional factor was the presence of a diagnosis of depression. The authors 
concluded by stating the therapist’s gender may not be a significant variable in the therapeutic 
process, except with certain types of patients. Persons and colleagues (1974) found similar 
results with a sample of college students; the clients, especially females, perceived themselves as 
having received more assistance and were more responsive to their therapists when matched on 
gender.  
 Jones and colleagues (1982; 1987) examined the effects of therapist gender on outcomes 
in samples of female clients. In both of these studies, female clients reported significantly more 
symptom reduction and higher scores on measures of the therapeutic alliance when paired with 
female therapists, as opposed to male therapists. Even though these studies addressed some 
common methodological flaws of other studies, such as controlling for therapist level of 
experience and therapeutic orientation, therapist gender had only a modest effect (less than 8% 
of the variance) on therapy outcome. Additionally, another study found gender-matched clients 
were more likely to follow through with aftercare (Sterling, Gottheil, Weinstein, & Serota, 
1998), but other studies since have failed to find significant gender effects on outcome, 
therapeutic alliance, or rates of attrition (e.g., Davidson, Schmidt, Thornton, & Tyrer, 2004; 
Forcehimes et al., 2011; Huppert et al., 2001; Johnson & Caldwell, 2011; Paivio et al., 2004; 
Scher, 1975; Zlotnick et al., 1998). Careful review of the literature suggests that overall results of 
studies provide weak statistical findings, yield conflicting reports, and utilize poor experimental 
control and methodology, all of which indicate therapist gender is a poor predictor of outcome 
(Beutler et al., 2004; Bowman, 1993; Scher, 1975).   
Therapist age. Most outcome studies do not include age as a primary variable of interest. 
Rather, this therapist characteristic is typically studied only as a post-hoc analysis after all the 
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primary objectives of the study have been achieved (Beutler et al., 1994; Beutler et al., 2004) or 
has been examined in uncontrolled, naturalistic studies (Huppert et al., 2001).  This lack of 
examination could be due potentially to methodological difficulties, because age is often 
confounded with both experience and theoretical orientation; preference for theoretical 
orientation is assumed to change over time as training programs change their teaching models to 
incorporate advancements in the field (Beutler et al., 1994; Beutler et al., 2004). When 
examined, age has not proved to be significantly related to therapy outcome (Beutler et al., 1994; 
Beutler et al., 2004; Davidson et al., 2004; Huppert et al., 2001), or related to premature patient 
termination (Greenspan & Kulish, 1985). This conclusion remains valid even when considering 
the effects of matching patients and therapists according to age similarity, because treatment of 
older adults, children, and adolescents are still effective even though their ages inevitably differ 
significantly (Huppert et al., 2001).   
 Therapist race and ethnicity. There is no known research that has directly examined the 
impact of therapist race or ethnicity on outcomes, independently of that of the patient. Rather, the 
focus of research has been on examining the effects of race or ethnic similarity/dissimilarity on 
outcomes (Beutler et al., 2004). The results of these studies are equivocal, but most indicate 
outcomes are not associated with patient-therapist ethnic match (Beutler et al., 2004; Cabral & 
Smith, 2011; Karlsson, 2005). For example, Beutler and colleagues (2004) conducted a review of 
the literature and found five studies (out of ten) reporting on patient improvement and three 
studies (out of four) reporting on attrition; these found a significant effect of patient-therapist 
ethnic similarity, with a small mean effect size of 0.2 (p < .05). However, Cabral & Smith’s 
(2011) meta-analysis on studies examining preference, perception of therapist, and therapeutic 
outcomes based on ethnic matching revealed a moderate preference for, and a somewhat more 
THERAPIST COMPETENCE                                                                                                                 42 
 
positive perception of therapists similar in race/ethnicity, but almost no improved treatment 
outcomes with race or ethnic matching, with an effect size of 0.09.  
Even when small effects are found, they are not consistent across ethnic groups. This 
suggests other therapist variables may be moderators of treatment effects, such as therapist 
attitudinal factors and cultural beliefs. Furthermore, many studies are archival, have few 
ethnically diverse therapists, and rarely include experimental manipulation of match. 
Consequently, no explicit conclusion can be based on the current literature, although it is 
probably more fruitful to examine other therapist factors that contribute to multicultural 
competence instead of focusing explicitly on the race or ethnicity of the therapist (Beutler et al., 
2004; Karlsson, 2005).   
In conclusion, the research examining observable therapist traits has generally not been 
productive in providing useful information about the relationship between therapist variables and 
patient outcomes. Based upon these results, it can be concluded that competence, and 
consequently, outcomes are not significantly influenced by pre-established therapist traits (Blow 
et al., 2003).  
Observable states.   
 Professional degree and amount of training. Research regarding the amount and type of 
training has produced controversial results and discussion within the literature. The prevailing 
assumption that formal training in psychotherapy improves the quality of mental health services 
stipulates the graduate-level training programs in the helping professions (Stein & Lambert, 
1984). Furthermore, the research regarding competence typically emphasizes training and 
experience, not personal characteristics of therapists, in defining competence (Herman, 1993). 
However, research on predictors of competence suggests that these factors are only minor 
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influences in determining outcomes (Berman & Norton, 1985; Durlak, 1979; Hattie, Sharply, & 
Rogers, 1984).  
 A study published by Durlak (1979) initiated this great controversy when an examination 
of the effects of experience, education, and training on outcomes, through a review of 42 
previously published studies, reported that outcomes obtained by paraprofessionals (individuals 
without formal training) equaled or surpassed those obtained by the professionals (post-
baccalaureate formal training in the mental health field).  Hattie et al. (1984) refined and 
replicated the methodology of Durlak (1979) by using a meta-analysis procedure in an attempt to 
account for limitations identified by Nietzel & Fisher (1981), who claimed Durlak’s (1979) 
methodological errors rendered the data uninterpretable. Nevertheless, results were consistent 
with Durlak’s (1979) and indicated paraprofessionals consistently achieved outcomes that were 
better than professionals (Hattie et al., 1984). However, Berman & Norton (1985) took issue with 
Hattie and colleagues’ (1984) meta-analysis, due to the inclusion of studies and statistical 
analyses they deemed to be faulty. Thus, these authors also reanalyzed the results from Durlak’s 
(1979) original study and discarded 11 seriously problematic studies and corrected 
methodological flaws. Again, however, the results continued to indicate paraprofessionals and 
professionals obtained comparable outcomes and that professional training, education, and 
experience variables did not improve therapist effectiveness (Berman & Norton, 1985). 
Weisz, Weiss, Alicke, & Klotz (1987) emphasized the point that graduate students and 
paraprofessionals are often trained by professionals and likely implement the same techniques 
created by professionals. They also conducted a meta-analysis of studies regarding treatment of 
children and adolescents using both paraprofessionals and professionals, but found differences in 
effectiveness between these two groups on some variables. Specifically, the authors stated 
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paraprofessionals were more effective with younger children than they were with older children. 
Professionals were equally effective with all children, and were more effective with internalizing 
behaviors (but not externalizing behaviors) than paraprofessionals. It was hypothesized that 
paraprofessionals were more effective with younger children who had externalizing problems 
(e.g., aggression) because they were able to use more natural, parent-like interventions, whereas 
professional were able to implement specific techniques with internalizing problems (e.g., social 
withdraw), especially in older children. 
 Rather than compare paraprofessionals with professionals, other studies have compared 
differences between professionals with different types of degrees and training. For example, a re-
analysis (Blatt, Sanislow et al., 1996) of the results from the TDCRP (Elkin et al., 1989) was 
conducted in order to further explore the characteristics of the more effective therapists. In order 
to do this, the authors categorized the therapists from all active treatment conditions into three 
levels of therapeutic effectiveness (more effective, moderately effective, and less effective), 
based on the average therapeutic gain achieved by each of the therapists’ patients. Results 
indicated there were significant differences in effectiveness and attrition rates among the 
therapists, including those considered to be “experienced” and “well-trained” prior to the study, 
even when controlling for pretreatment patient characteristics. However, the group of more 
effective therapists comprised a significantly higher percentage of Ph.D. level therapists (60.0%) 
than MD level therapists (16.7%). The differences in outcomes were independent of the 
treatment provided, the research site, and the therapists’ levels of clinical experience and were 
not associated with the therapists’ demographic variables or experience with types of treatment 
ever used (e.g., short and long-term dynamic psychotherapy, CBT, behavior therapy, and eclectic 
therapy).    
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 A more recent, large-scale, naturalistic study (Okiishi, Lambert, Nielsen, & Ogles, 2003) 
involving 1,841 university clinic students seen by 91 therapists over a 2.5 year period examined 
the association between patient reported outcomes, therapist gender, and three training-related 
variables. These training-related variables included: type of training (counseling psychology, 
clinical psychology, social work), years of training (pre-internship, internship, post-internship), 
and theoretical orientation (cognitive-behavioral, humanistic, and psychodynamic). None of 
these variables was associated with patient outcomes across therapists, suggesting that the 
differences found between therapists were the result of other therapist variables not assessed for 
in this study.  
Additionally, Wierzbicki & Pekarik (1993) reviewed 125 studies and reported that years 
of experience and professional degrees did not affect the incidence of drop-out. Other studies 
have also found professional degrees and qualifications were not related to level of competence 
(Davidson et al., 2004) or to premature termination (Greenspan & Kulish, 1985).  However, 
other studies have suggested that psychologists obtain higher levels of competence (Brosan et al., 
2006) and have lower rates of attrition (Greenspan & Kulish, 1985) than other professionals 
(e.g., psychiatrists, master level therapists, and social workers).    
 Studies examining the effects of specific training courses typically provide more positive 
results, especially in regard to training in cognitive therapy (Crits-Christoph et al., 1998). 
Although one study found professional training to be associated with poor patient-rated alliance 
scores (i.e., Hersoug, Høglend, Havik, Con der Lippe, & Monsen, 2009), most studies have 
found professional training to be associated with higher levels of competence related to all 
aspects of therapy and patient outcomes (i.e., Brosan, Reynolds, & Moore, 2006; Milne, Baker, 
Blackburn, James, & Reichelt, 1999), as well as with therapists’ self-perception of competence 
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(Bennet-Levy & Beedie, 2006). Thus, although the research is limited and contains 
methodological shortcomings, it is likely that training does improve clinician competence (Milne 
& et al., 1999).  
Professional experience. Many have highlighted the variability in therapists’ 
performances even in samples of experienced therapists (Najavits & Strupp, 1994). 
Consequently, results regarding the relationship between therapists’ levels of professional 
experience and patient outcomes are equivocal, with some researchers stating reviews that 
suggest there is a null effect (Leon, Matinovich, Lutz, & Lyons, 2005) and others that suggest 
least a modest, positive effect (Crits-Christoph et al., 1991; Lyons & Woods, 1991; Stein & 
Lambert, 1995). However, the construct of experience is poorly defined and operationalized, 
which impairs the construction of testable hypotheses. Using years of experience as a means of 
assessing for the effects of experience is ineffective because it does not control for the types or 
amount of experience that took place during that time. Thus, the failure to find a relationship 
between therapist experience and patient outcomes may be the result of the way in which 
experience has been operationally defined (Leon et al., 2005).  
Crits-Christoph and colleagues (1991) conducted a meta-analysis of 27 separate treatment 
groups and categorized therapists into three levels, based on their experiences in performing 
psychotherapy: (1) limited experience (psychology intern, psychiatric resident, or less than one 
year of postdoctoral/postresidency experience); (2) moderate experience (1 to 5 years of 
postdoctoral/postresidency experience), and (3) extensive experience (greater than 5 years 
postdoctoral/postresidency experience). More experienced therapists in this study were 
associated with smaller between-therapists differences than less experienced therapist, and the 
treatment type, use of a manual, and amount of experience together accounted for a significant 
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portion (41%) of the average therapist effects in outcomes across studies. Another study that 
grouped therapists into categories based on years of experience and professional 
accomplishments indicated that therapists with more extensive experience created case 
formulations that were more comprehensive, more elaborate, complex, and systematic with 
treatment plans being more highly elaborated and closely linked to the formulations (Eells, 
Lombart, Kenjelic, Turner, & Lucas, 2005). Additionally, Huppert et al. (2001) conducted a 
study examining the effects of CBT for panic disorder and indicated that years of therapist 
experience was negatively correlated with patient anxiety sensitivity (r = -.72, p < 0.1) and 
overall panic disorder sensitivity (r = -.57, p < 0.5), suggesting that more experienced therapists 
may have been better able to target symptoms that are relevant to the CBT conceptualization of 
panic. However, others have demonstrated the fact that number of years of experience is not 
significantly related to measures of competence (Brosan et al., 2006; James, Blackburn, Milne, & 
Reichfelt, 2001) or rates of attrition (Wierzbicki & Perkarik, 1993).    
  Results are more consistent when the operational definition of experience is defined in 
terms of the number of direct client contact hours. Specifically, several studies have 
demonstrated a positive relationship between number of contact hours and measures of general 
competence (James et al., 2001) and of patient outcomes (Driscoll et al., 2003; Powell, Hunter, 
Beasley, Vernberg, 2010). Additionally, studies examining the effects of supervised experience 
have also provided evidence that supervised experience improves competence in implementing 
specific interventions (Paivio et al., 2004) and in treating successive, similar patients (Leon et al., 
2005). Thus, recent research with more precise measures of therapist experience generally report 
positive correlations between therapist experience and outcomes and/or measures of therapist 
competence.    
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Treatment techniques and interventions. A review of the research indicates that it is rare 
to find one treatment reported as better than another (Barber et al., 2006). However, the 
underlying processes of therapeutic change are largely unknown (Whisman, 1993). Some 
researchers and clinicians have argued that the common factors such as the therapeutic 
relationship and working alliance are the responsible agents of change (e.g., Martin, Garske, & 
Davis, 2000). However, Stevens, Hynan, & Allen (2000) conducted a meta-analysis of studies 
examining common factors and specific treatment effects, and reported the magnitude of specific 
treatment effects were approximately two times larger than the size of the common factor effects 
(ES, F(1,455) = 16.8, p < .001). This was especially true with more severe disorders, because 
only the specific treatment components were associated with positive outcomes.  
Similar results were reported by Crits-Christoph (1997), which indicates that it is 
inappropriate to treat more severe disorders with common factor treatments only (Stevens et al., 
2000). Furthermore, some specific techniques have been demonstrated to produce superior 
outcomes for certain types of disorders (DeRubeis et al., 2005). Studies highlighting the 
importance of the skillful implementation of specific treatment techniques in relation to patient 
outcomes have also provided support for the argument that specific techniques and interventions 
are important components of the therapeutic process (Barber, Crits-Christoph, & Luborsky, 
1996; Stirman & Crits-Christoph, 2011). Thus, it is unlikely that common factors are solely 
responsible for treatment effects and that technique does not matter (Barber et al., 2006). 
A review of therapist proficiency indicates the effects of treatment techniques and 
interventions are generally measured in two ways: in terms of adherence and competence 
(Barber, 2009). Adherence is the extent to which the therapist implemented the techniques as 
directed by the treatment manual and avoided utilizing extraneous or prohibited techniques. 
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Competence, in the context of outcome studies, is the technical skill in which these techniques 
are implemented (Sharpless & Barber, 2009). They are considered to be related but separate 
constructs, whereby adherence can be likened to frequency, and competence can be likened to 
quality (Paivio, Holowaty, & Hall, 2004). They have not been found to be highly intercorrelated 
(Barber, Crits-Christoph, & Luborsky, 1996; Shaw et al., 1999), and thus, it is possible to be 
highly adherent to a manual but not skillful in the application of the techniques or interventions 
(Beutler et al., 2004). 
Competence and adherence in implementing techniques and manualized treatments has 
been shown to be related to outcomes in several studies, but the findings are inconsistent and 
conflicted, depending upon the type of therapy, methodology, and measures of competence, 
adherence, and patient outcomes (Barber, 2009; Crits-Christoph et al., 1988; Webb, DeRubeis, & 
Barber, 2010). Studies examining the effects of adherence on outcomes are equivocal, because 
some studies reported a positive relationship between adherence with specific techniques and 
outcomes (e.g., DeRubeis & Feeley, 1990; Feeley et al., 1999; Luborsky, McLellan, Diguer, 
Woody, & Seligman, 1997; Luborsky et al., 1985), no relationship (e.g., Huppert et al., 2001; 
Shaw et al., 1999; Webb et al., 2010), or a negative relationship (e.g., Castonguay, Goldfried, 
Wiser, Raue, & Hayes, 1996). Similar results are reported in studies measuring therapist 
competence, because some studies reported a positive relationship (e.g., O’Malley et al., 1988; 
Stirman & Crits-Christoph, 2011; Trepka, Rees, Shapiro, Hardy, & Barkham, 2004), no 
relationship (e.g., Davidson, Schmidt, Thornton, & Tyrer, 2004; Huppert et al., 2001; Paivio et 
al., 2004; Webb et al., 2010), and others, a negative relationship (e.g., Svartberg & Stiles, 1994). 
It has been hypothesized that this lack of consistent relationship between adherence and 
outcome could be due to a curvilinear relationship between these two factors. Specifically, 
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extremely high levels of adherence might be at the expense of flexibility in meeting patient’s 
needs (Barber, et al., 2006; Huppert et al., 2001) and in some cases, may cause ruptures in the 
therapeutic alliance and interfere with therapeutic change (Castonguay et al., 1996).Low levels 
might be the result of an inability to apply a model or theory practically. Thus, it is likely that 
moderate levels of adherence lead to the best outcomes (Barber et al., 2006).  
Huppert et al. (2001) hypothesized that competence also operates in a curvilinear fashion, 
but most studies examining competence report a positive linear relationship with outcomes 
(Kuyken & Tsivrikos, 2009; Strunk, Brotman, DeRubeis, & Hollon, 2010). However, Barber 
(2006) proposed that competence may moderate the relationship between adherence and 
outcomes, and failure to take competence into account may lead to a null effect for adherence on 
outcome. Specifically, increases in competence may lead to a stronger relationship of adherence 
with outcomes, but only if adherence is not excessively high. Also, if competence is extremely 
high or low, adherence to technique or treatment model might not matter because there would be 
no relationship between adherence and outcome under these circumstances. Thus, it is not 
enough to assess if competence and adherence are related to outcomes, but rather, ways they 
interact to predict outcomes must be further explored. 
Several studies examining the interaction effects of competence and adherence report 
complex interactions with these variables and outcomes (Barber et al., 2006). Moreover, these 
variables do not occur independently, but rather in the context of other variables such as the 
therapeutic relationship (Webb et al., 2010), creating multifarious interaction effects among all 
of these factors. For example, Barber et al. (1996) reported adherence did not predict symptom 
change, but competence did. Conversely, another study by Barber and colleagues (2006) 
suggested that moderate levels of adherence predicted outcomes, but competence did not. 
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Furthermore, the working alliance moderated the influence of adherence on outcome, with 
adherence impacting client improvement only in cases of a weak therapeutic alliance but not in a 
strong therapeutic alliance. Yet in other studies, adherence has been negatively correlated with 
the therapeutic alliance if it is too high, indicating that both relationship skills and adherence 
independently contribute to outcomes (Paivio et al., 2004).   
Shaw et al. (1999) studied therapist competence in the TDCRP study (Elkin et al., 1989) 
and reported that competence in structuring the session accounted for 19% of the variance in 
termination scores of symptom reduction. However, overall competence was not associated with 
outcomes. Yet, when adherence and facilitative conditions were added as additional covariates, 
competence predicted change in symptoms of depression and accounted for an additional 15% of 
the variance. Thus, the authors hypothesized that competence may be composed of the 
foundation of a strong working alliance and protocol adherence. Similar results were found in 
other studies examining the relationship between therapist competence and the working alliance 
(Crits-Christoph & Connolly, 1999; Trepka et al., 2004), with these authors reporting that 
competence was related to the alliance and that both therapist competence and the alliance were 
required to predict outcomes.   
As is evident, understanding the relationship between competence, adherence, and patient 
outcomes is complicated and not fully or adequately explained. Because of the observational 
nature of most outcome studies, several problems emerge when assessing for these relationships, 
including the difficulty in controlling for unexamined third variables (Crits-Christoph & 
Connolly, 1999; Webb, DeRubeis, & Barber, 2010). Because of this, it is possible that 
components of competence actually reflect the quality of the working alliance (Trepka et al., 
2004)and are actually indirectly related to change because competence facilitates engagement 
THERAPIST COMPETENCE                                                                                                                 52 
 
and participation in the therapeutic process (Paivio et al., 2004), or they may result from 
previously established patient change (Webb et al., 2010). Additionally, most measures of 
competence lack external validity, comprehensiveness, and adequate sensitivity that often create 
a ceiling effect in outcomes studies (Stirman & Crits-Christoph, 2011; Huppert et al., 2001; 
Whisman, 1993). Consequently, tests of the relationship among competence, adherence, and 
outcomes are likely to be extremely conservative (Whisman, 1993). 
In summary, research on observable states (i.e., therapist training, experience, and use of 
treatment methods) indicates variable effect sizes and inconsistent conclusions about the effects 
on outcomes. Taken as a whole, however, there is evidence to suggest these are all relevant 
therapist variables when considering characteristics associated with effectiveness and outcomes, 
because more recent research indicates training, experience, and adherence and skillfulness in 
implementing techniques do impact the therapist’s abilities to produce beneficial outcomes with 
patients (e.g. Beutler et al., 2004).    
Inferred traits. 
Personality. The therapist’s personality has long been a variable of interest when 
examining therapist effects on patient outcome. However, many dimensions of personality 
overlap, making it difficult to study this variable systematically (Beutler et al., 2004). 
Additionally, early attempts to correlate therapist personality traits and patient outcomes have 
not been reliably cross-validated (Beutler et al., 1994). Consequently, research examining this 
relationship has been relatively neglected, with interest in exploring this relationship continuing 
to decline (Beutler et al., 2004).   
Wogan (1970) studied inpatients seen by randomly paired psychiatric residents and used 
the Minnesota Multiphasic Personality Inventory (MMPI) to examine therapist personality 
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variables and outcomes. The subscales were grouped into six factor scales, and two of these six 
(anxiety and repression) were found to be associated with patient-rated and therapist-rated 
treatment outcomes. Although all of the therapists’ scores on the MMPI were in the normal 
range, therapists who were well liked and more effective tended to be more socially outgoing, 
active, not bothered by depression, and willing to acknowledge some forms of uncomfortable 
emotional experiences without engaging in significant efforts to deny symptoms in themselves. 
In contrast, less well liked and less effective therapists tended to deny distressing thoughts and 
feelings, relied more heavily on inhibitory defenses, were less physically active and optimistic, 
and were more prone to feelings of distress.  
Antonuccio, Lewinsohn, & Steinmetz (1982) studied group therapists treating over 100 
depressed patients and correlated a variety of therapist characteristics to outcome while 
controlling for the experience and skill level of the therapists. None of the personality traits were 
significantly related to outcome. However, other studies have consistently identified the 
Rogerian therapist personality variables of empathy, warmth, positive regard, and genuineness to 
be related to outcomes (Keijsers, Schaap, & Hoogduin, 2000; Lafferty et al., 1989). Additionally, 
therapist personality characteristics such as being active, engaging, and extroverted have been 
demonstrated to have positive associations with outcomes in short-term therapy; however, 
therapists who are more cautious and non-intrusive have been associated with positive outcomes 
in long-term therapy (Heinonen, Lindfors, Laaksonen, & Knekt, 2012).  
Emotional well-being. Research regarding the experiences of personal distress and 
emotional well-being in therapists has generally indicated that emotional well-being in therapists, 
even those in research studies, cannot be assumed (Beutler et al., 2004). Surveys of therapists 
typically reveal a high prevalence rate of personal distress. For example, in a nationwide 
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anonymous survey of 749 psychologists, 74.3% of the participants reported experiencing 
personal distress in the three years prior to the study, with 36.7% indicating that it decreased the 
quality of patient care and 4.6% reporting that it resulted in inadequate treatment (Guy, Poelstra, 
& Stark, 1989). Another survey of 800 psychologists indicated that many had sought personal 
therapy for problems such as depression, marital problems or divorce, relationship difficulties, 
self-esteem, anxiety, career problems, and/or family of origin issues. Furthermore, a majority of 
these participants (61%) reported they had experienced at least one episode of clinically 
significant depression, with over one of four (29%) disclosing that they had previously felt 
suicidal (Pope & Tabachnick, 1994). Similar results were also reported in a sample of family and 
marriage therapists (Deacon, Kirkpatrick, Wetchler, & Niedner, 1999), although other studies 
have reported no differences from the general population in terms of state or trait anxiety, self-
efficacy, or general level of distress (Moldovan, 2006).  
Luborsky et al. (1985) used a general measure of therapist adjustment, reliable outcome 
measures, and three different types of treatment, reporting moderate effect sizes for end of 
treatment outcomes (r =.41) and for follow-up (r = .33). Additionally, Beutler and colleagues 
(1994) reviewed 15 empirical studies examining therapist well-being and treatment outcomes. 
Although most of these studies were simple correlational analyses, they concluded that measures 
of therapist emotional well-being were consistently, positively correlated with subsequent 
treatment benefits. These results were replicated in another review of nine studies 10 years later 
(Beutler et al., 2004), with the mean weighted effect size being significant (r = .12, p < 0.5). 
  Anxiety is also a common area of personal distress in therapists often discussed in the 
literature. The occurrence of anxiety is most often studied in fledging therapists with the wide-
spread acknowledgment that this is a normal part of the developmental process of learning to 
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become a therapist (Nutt-Williams, Judge, Hill, & Hoffman, 1997), although others have also 
acknowledged it to be a continuous experience for many therapists throughout their careers 
(Thériault & Gazzola, 2005). The general consensus among researchers is that anxiety is 
common among therapists, and typically reflects both rational and irrational beliefs about the 
counseling process and their competence at demonstrating counseling skills (Fitch & Marshall, 
2002). Although some studies have not found a relationship between therapists’ levels of anxiety 
and objective measures of competence (i.e. Kelly, Hall, & Miller, 1989), other studies have 
found a negative relationship; therapists rated high in levels of anxiety are rated as less 
competent, compared with those having low levels of anxiety (Friedlander, Keller, Peca-Baker, 
& Olk, 1986; Nutt-Williams et al., 1997; Bandura, 1956).  
This negative relationship between anxiety and competence has been hypothesized as 
impeding the process of therapy, producing negative therapeutic effects (Bandura, 1956). The 
impediment to the therapeutic process as a result of therapist anxiety can be the consequence of a 
variety of intra- and interpersonal processes. For example, anxiety (and depression) is often 
correlated negatively with empathy in the therapeutic process (Bergin & Jasper, 1969) and can 
inhibit skill development, impair functioning, and increase risk of burnout (Fitch & Marshall, 
2002). Intrapersonally, anxiety may interfere with the therapist’s cognitive operations, such as 
being intentional in behaviors and decreasing his or her perceptions of competence (Kelly et al., 
1989) and self-efficacy (Friedlander et al., 1986). Additionally, it may lead to a low tolerance of 
ambiguity, increase the need for positive feedback, and create difficulty separating oneself from 
clients (Skovholt & Ronnestad, 1992).  
It may also be that anxiety is creating heightened self-awareness (Nutt-Williams, 2003), 
which can interfere with interpersonal dynamics. For example, in a study of therapists-in-training 
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who completed a thought listing procedure, the students revealed that 13% of their thoughts 
during therapy sessions were negative and self-focused. Those who experienced more negative 
and self-focused thoughts rated themselves as being less helpful during the session and perceived 
their clients as having more negative reactions, as compared with the therapists with less 
negative and self-focused thoughts. The authors of this study hypothesized that the therapists 
with more negative thoughts may have focused more on their self-talk than on clients, which 
may have interfered with the ability to respond effectively. Additionally, the increased self-focus 
may have interfered with their ability to perceive the interpersonal dynamics accurately in the 
session, which could have contributed to an increase in incorrect assumptions about their clients’ 
reactions (Nutt-Williams & Hill, 1996).  
Furthermore, excessive anxiety in therapists can lead to maladaptive behavioral 
responses, such as asking questions that divert discussion, offering premature interpretations that 
prevent the client’s self-expression, paraphrasing client statements with avoidance of essential 
emotional components, and making statements that inadvertently disapprove of the client 
(Bandura, 1956). It can negatively impact speech rates, accuracy of perceptions, and the ability 
to provide appropriate feedback (Fitch & Marshall, 2002). Additionally, supervisors of newly 
beginning therapists have also reported negative or incongruent behaviors in anxious therapists, 
such as the display of annoyance or anger, pushing one’s own agenda, becoming very directive, 
excessive talking, shutting down, avoidance behaviors, and over-involvement with clients (Nutt-
Williams et al., 1997).  
In addition to anxiety, feelings of incompetence or self-doubts have also been identified 
as a major source of distress for therapists. Therapists’ subjective evaluations of their 
performance may negatively influence the process of therapy (Thériault & Gazzola, 2006) and 
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lower confidence and enjoyment in therapeutic work have been demonstrated to predict poorer 
outcomes in short-term therapy (Heinonen, Lindfors, Laaksonen, & Knekt, 2012). This is 
especially true when the self-evaluations are excessively negative and lead to feelings of 
incompetence. Despite a common focus on feelings of incompetence in beginning therapists, 
several studies have demonstrated that feelings of incompetence continue throughout therapists’ 
careers, independently of their actual efficacy (Thériault & Gazzola, 2006) and exist on a 
continuum of severity (Thériault & Gazzola, 2005). 
 A study involving experienced therapists revealed the tendency for them to ruminate 
about themes related to self-doubt. Having a critical, self-doubtful, or general feeling of “not 
being good enough” in many areas of life were associated with greater feelings of incompetence. 
Furthermore, the greater responsibility for the treatment process they claimed, the greater the 
feelings of incompetence, along with feelings of guilt (Thériault & Gazzola, 2006). When 
examining the experiences of novice therapists, it was concluded that feelings of incompetence 
or self-doubt led to a wide range of emotions, such as helplessness, anger, anxiety, 
discouragement, feeling burned, “shaken up,” frustration, and powerlessness. Additionally, these 
self-doubts and feelings of incompetence were associated with general difficulties, stress, and 
burnout (Thériault & Gazzola, 2010).  
Research from the psychodynamic orientation also often examines the effects of self-
doubt and self-criticism. Specifically, it has been reported that the therapist’s introject (i.e. the 
intrapsychic representation of one’s interpersonal history stemming from early parental relations) 
is systematically related to the therapist’s tendency to engage in problematic interpersonal 
process in therapy, which consequently, has a direct effect on the process and outcome of 
therapy (Henry, Schacht, & Strupp, 1990; Hilliard, Henry, & Strupp, 2000). This is especially 
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problematic when the therapist’s introject is self-blaming, self-critical, or self-neglecting, 
because these introjects have been associated with a significantly higher level of problematic 
interpersonal processes and have been associated with poorer patient outcomes (Henry et al., 
1990). Additionally, therapists’ reports of better maternal care during childhood have been 
demonstrated as having a positive impact on patient-rated scores of the working alliance, which 
may represent the therapists’ abilities to formulate a healthy attachment in the therapeutic 
relationship (Hersoug et al., 2009). 
 Values, attitudes, and beliefs. Because therapy is often concerned with patients’ values, 
attitudes and beliefs, many researchers have also conceptualized the therapists’ values, attitudes 
and beliefs as being integral components in the therapeutic process. However, there is much 
debate about what it is that constitutes a “value” and there are few studies examining the 
relationship with this factor and patient outcomes (Beutler et al., 2004). Lafferty et al. (1989) 
investigated 47 therapist variables in order to explore differences between more and less 
effective therapists. More effective therapists reported valuing intellectual development and self-
reflection and placing less emphasis on having a prosperous and stimulating life. The authors 
hypothesized that less effective therapists may be more self-involved and less altruistic, which 
may prevent them from developing and refining their clinical skills, from providing empathic 
understanding, and accurately assessing their own level of supportiveness.  
   Another study (Kelly & Strupp, 1992) assessing patient and therapist values in 
psychotherapy indicated that the degree to which the patients’ personal values assimilated, or 
became more similar to their own, was significantly related (r = .45, p < .001) to therapists’ but 
not patients’ assessment of outcomes. Furthermore, better outcomes were achieved in this study 
when patients were paired with therapists whose values did not differ either too much or too little 
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from their own: too much difference had the potential to impede the joining process and too little 
difference precluded the therapeutic exploration of relevant values in the therapy process. The 
authors concluded by stating that values play a part in the process, in the outcome, and in the 
assessment components of therapy; therefore, it is important for the therapist to have the ability 
to understand and be respectful of their patients’ specific values.  
 Sandell et al. (2006) explored therapist attitudes and patient outcomes by grouping the 
sample of 160 therapists into five categories, based on patient self-reported outcomes. The 
researchers indicated that the most differentiating variables were artistry, pessimism, adjustment 
and neutrality. They stated that better outcomes were associated with higher ratings of attitudes 
reflective of a strong therapeutic alliance, whereas poorer outcomes were associated with higher 
ratings on items reflecting defeatism, resignation, and the beliefs that change is difficult and 
problematic situations should be accepted and adapted to. Studies examining the effects of 
matching patients and therapists based on similarity of attitudes have indicated that attitude 
similarity may help to foster the development of rapport in the initial stages of the therapeutic 
process, but results are not entirely consistent (Atkinson & Schein, 1986). 
 Research regarding the impact of therapist beliefs on patient outcomes has generally been 
focused on two main factors: degree of belief that the treatment is effective (i.e., therapist 
allegiance) and degree of belief that the patient will improve. Studies regarding therapist 
allegiance have demonstrated that this factor can influence patient outcomes, with more 
confidence in the treatment being associated with better outcomes (Lindgren et al., 2010). In fact, 
studies have reported therapist allegiance can account for up 70% of the total variance in 
treatment outcomes (Messer & Wampold, 2002). Studies regarding therapist beliefs that patients 
will improve have also demonstrated that this factor predicts patient outcomes despite level of 
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patient engagement in therapy (Meyer et al., 2002); however, more effective therapists have been 
identified as holding the belief that more treatment sessions are necessary for patients to 
demonstrate therapeutic change, as compared with less effective therapists (Blatt, Sanislow et al., 
1996). However, researchers have argued that this correlation between patient improvement 
expectations and outcomes does not account for directionality; it is unknown if these beliefs are 
predictive of outcome because they are accurate or if these beliefs impact outcome because they 
influence the use of specific interventions in the therapeutic process (Meyer et al., 2002).        
 In summary, research on therapist inferred traits is limited, with only a few studies 
examining the personality, emotional well-being, and personal values, attitudes, and beliefs in 
association with patient outcomes. Nevertheless, the available evidence suggests that these 
variables are related to the way in which therapists conduct therapy and relate to their patients, 
and thus, likely contribute to outcomes. However, the exact process whereby this happens 
remains largely unknown (e.g., Beutler et al., 2004). 
Inferred states. 
 Common factors, therapeutic relationship and the working alliance. Common factors 
or non-specific factors are the shared processes in the therapeutic alliance across theoretical 
orientations, and include the therapeutic alliance, warmth, empathy, understanding, a rationale 
for treatment, and the instillation of hope (Blatt & Zuroff, 2005; Stirman & Crits-Christoph, 
2011). The transtheoretical definition of the working alliance consists of three features: a 
collaborative relationship, an agreement on goals and assignment of tasks, and the development 
of bonds (Bordin, 1979; Horvath & Symonds, 1991; Martin, Garske, & Davis, 2000; Saunders, 
Howard, & Orlinsky, 1989). The strength of the working alliance is considered to be one of, if 
not the most, important factor in the change process, because it is generally assumed that 
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therapists who fail to form a therapeutic alliance will rarely be successful in therapy (Bordin, 
1979; DeRubeis, Brotman, & Gibbons, 2005; Martin et al., 2000; Norcross, 2002). Accordingly, 
it is one of the strongest and most consistent predictors of therapeutic outcome (e.g., Beutler et 
al., 1994; Horvath & Symonds, 1991; Martin et al., 2000).   
The alliance is not a purely therapist variable, but consists of the interaction between the 
patient and therapist qualities (Stirman & Crits-Christoph, 2011). However, a simple correlation 
between the alliance and outcome does not depict nor adequately account for the complexity of 
this interaction. Thus, it is difficult to ascertain the reason why the alliance is important 
(Baldwin, Wampold, & Imel, 2007; Barber, 2009) and also those therapeutic factors that affect 
patient improvement (DeRubeis et al., 2005). 
 Several re-analyses of the TDCRP study (Elkin et al., 1989) have been conducted in order 
to examine the effects of the therapeutic alliance on outcomes following the observation that the 
most effective therapist in this study participated in the clinical management groups and met with 
patients for only a brief period of time (Blatt, Sanislow et al., 1996). Specifically, it was reported 
that patients’ perceptions of the therapeutic alliance early in treatment predicted clinical 
improvement in symptom reduction, independent of patient characteristics and treatment 
provided. Patients who reported good relationships were 75% more likely to complete treatment 
than were those who reported average relationships (Blatt, Zuroff, Quinlan, & Pilkonis, 1996). 
Similar results were reported by Zuroff and Blatt (2006), who also concluded above-average 
therapeutic relationships also predicted better adjustments and enhanced adaptive capacities 
throughout the 18-month follow-up. Additionally, the Rogerian conditions (i.e. empathy, positive 
regard, and genuineness), which were considered to be common factors, were also associated 
with symptom reduction and depressive vulnerability. Taken as a whole, researchers analyzing 
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results from this study suggest that the quality of the relationship established early in the 
treatment was one of the most important determinants of outcome, not only in regard to 
immediate symptom reduction, but also in regard to maintained resiliency and reduction of 
vulnerability (Blatt & Zuroff, 2005).  
 Najavits and Strupp (1994) conducted a study with 16 experienced psychologists and 
psychiatrists who treated 80 outpatients using time-limited psychodynamic therapy. The 
therapists were differentiated into two groups – more effective and less effective – based on 
patient dropout rates and outcome scores determined by 18 measures. These two groups were 
compared in order to identify qualities that distinguished them. More effective therapists 
consistently showed more positive behaviors (i.e. warmth, affirmation and understanding, and 
helping and protecting) and less negative behaviors (i.e. belittling, blaming, ignoring, attacking, 
and rejecting) compared with the less effective therapists. Almost all of these behaviors were 
associated with length of stay in treatment and, of great importance, with the quality of the 
working alliance. Thus, the authors concluded by stating the relationship variables (not the 
technical variables such as intervention skills) differentiated the therapists, suggesting that 
relationship capacities may be the foundation of effective therapy.  
 Several other studies both with inpatients and with outpatients have reported a significant 
relationship between the therapeutic relationship and patient outcomes, even when controlling 
for other variables such as therapist competence, type of outcome measure used, type of alliance 
or outcome rater, time of the alliance assessment, and type of treatment (i.e. Castonguay, 
Goldfried, Wiser, Raue, & Hayes, 1996; Hoffart, Borge, Sexton, & Clark, 2009; Luborsky et al., 
1997; Trepka, Shapiro, Hardy, & Barkham, 2004). Meta-analyses have generally demonstrated 
that a positive alliance is associated with better outcomes, with effect sizes (r) ranging from the 
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low- to the mid-.20s (Beutler et al., 2004; Horvath & Symonds, 1991; Martin et al., 2000). 
Horvath & Symonds (1991) report this as a “relatively robust variable linking therapy process to 
outcome” (p. 146) because it is not very large, and it is likely a conservative estimate. 
Accordingly, researchers, theorists, and clinicians have accepted this effect size as evidence that 
the alliance is related to outcome (Martin et al., 2000). However, some have warned against this 
conclusion, even if it is an underestimate because other studies have failed to find a significant 
relationship between common factors or the therapeutic alliance and outcomes (DeRubeis & 
Feeley, 1990; Feeley et al., 1999) or have found a curvilinear relationship indicating poorer 
outcomes with below and with above average alliance ratings (i.e. Crits-Christoph et al., 2009; 
Najavits & Strupp, 1994; Saunders, Howard, & Orlinsky, 1989).  
 Others have highlighted the difficulty in ascertaining the direction of causality in the 
relationship of the alliance to outcomes. When the alliance is assessed in the midst of treatment 
(typically done in the third or fourth session), early improvement becomes confounded with the 
alliance measure, whereby early positive changes may be associated with the alliance and with 
the subsequent improvements. This creates a spurious correlation between alliance and 
outcomes, because it may be that patients who are already improving may be more likely to bond 
with the therapist and collaborate on the tasks and goals of therapy (Crits-Christoph, Gibbons, & 
Hearon, 2006; DeRubeis & Feeley, 1990; Feeley, et al., 1999; Klein et al., 2003). Some studies 
that have examined this temporal relationship found that alliance was predicted by prior patient 
change (DeRubeis & Feeley, 1990; Feeley et al., 1999), but others have not (Crits-Christoph et 
al., 2009; Klein et al., 2003). 
 In order to understand the correlation between alliance and outcome, the variability 
attributed to the patients and therapists must be separated. Although most research does not do 
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this, the variance attributed to therapists can be calculated through the use of multilevel model 
statistical methods (Baldwin et al., 2007; Stirman & Crits-Christoph, 2011). At least two studies 
have used this statistical method and the authors reported that the therapist variables in the 
alliance predicted outcome, but the patient variables did not (Baldwin et al., 2007; Crits-
Christoph et al., 2009). Others studies that have examined effects of patient variables such as 
diagnosis (history, severity of symptoms, chronicity, co-morbidity, substance use, and 
personality disorders), demographics, level of social functioning, education/training, and history 
of childhood abuse and neglect, have also reported similar results (Klein et al., 2003; Luborsky et 
al., 1985; Trepka et al., 2004).  
 Zuroff and Blatt (2006) specified the therapeutic relationship is either: necessary but 
insufficient; necessary and sufficient; causal, or insignificant to outcomes. In general, the 
therapeutic alliance is considered to have a reliable effect on outcome, regardless of therapeutic 
orientation, setting, or length of treatment (Dinger, Strack, Leichsenring, Wilmers, & 
Schaunburt, 2008; Horvath & Symonds, 1991; Klein et al., 2003; Martin et al., 2000), but is 
likely not sufficient by itself (Stevens et al., 2000). Some studies have indicated that the alliance 
was more closely related to outcome than to measures of therapist competence (e.g., Trepka et 
al., 2004), but others have cited the positive correlation between adherence to theory-specific 
techniques and alliance ratings (e.g., Crits-Christoph et al., 2009) or outcomes (e.g., Crits-
Christoph, Cooper, & Luborsky, 1988; DeRubeis et al., 2005). Therefore, it is possible that the 
alliance can be thought of as the necessary context in which the techniques operate and induce 
client change (Svartberg & Stiles, 1994). However, there has not been a great amount of research 
about the relationship between the alliance and therapist characteristics in conjunction with the 
use of therapeutic techniques (Ackerman & Hilsenroth, 2001; Ackerman & Hilsenroth, 2003). 
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 In order to explore this possible interaction effect further, Ackerman and Hilsenroth 
(2003, 2011) conducted two comprehensive reviews of the literature in an attempt to identify 
therapist personal attributes and in-session techniques that have been both positively and 
negatively correlated with the therapeutic alliance from a broad range of treatment orientations. 
They reported attributes such as being flexible, experienced, honest, respectful, trustworthy, 
confident, interested, alert, friendly, warm, and open were significantly associated with higher 
alliance ratings, whereas being uncertain, exploitive, critical, distant, tense, aloof, or distracted, 
impacted the alliance negatively. Positively associated techniques include: being reflective, being 
supportive, noting past therapy success, providing accurate interpretations, facilitating emotional 
expression, being active, and being affirming. Negatively associated techniques include: rigidly 
adhering to the treatment model, over-structuring the therapy, failure to structure the therapy, 
inappropriate self-disclosure, managing, unyielding transference interpretation, inappropriate use 
of silence, belittling, and using superficial interventions.  
Because it is reported consistently that therapist variables impact the alliance, it is 
important to understand the factors and techniques related to a positive therapeutic alliance 
(Stirman & Crits-Christoph, 2011). There may be a difference in the ability or the willingness to 
participate in the components of an effective therapeutic alliance due to differences in relational 
capacities or other characteristics (DeRubeis et al., 2005), such as being able to instill hope, 
provide a coherent rationale for treatment and case conceptualization, and to implement 
necessary treatment components (Baldwin et al., 2007;  Zuroff, Kelly, Leybman, Blatt, & 
Wampold, 2010). These differences in characteristics or abilities may then create the differences 
in outcomes (Baldwin et al., 2007; Zuroff et al., 2010), thus making the ability to form an 
alliance possibly the most crucial predictor of effectiveness (Luborsky et al., 1985). 
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Theoretical orientation. There are a tremendous number of different psychotherapeutic 
treatment approaches; there is also great controversy over which approach is the most effective 
(Tolin, 2010). Randomized controlled studies typically produce positive patient outcomes for all 
methods based on psychological theories, with the average patient improving to a greater degree 
than 75% of comparable, untreated individuals (Luborsky et al., 2002). Accordingly, only active 
treatment groups are typically found to be significantly different from control groups (e.g., 
Messer & Wampold, 2002; Smith & Glass, 1977) and it has been said that the therapist’s 
orientation makes little difference in patient outcomes (Howard, Orlinsky, & Trattner, 1970). 
Although the TDCRP study (Elkin et al., 1989) produced only modest differences 
between treatments in the three active treatment conditions, significant differences were 
identified in terms of basic therapeutic orientation, because more effective psychotherapists 
reported a primarily psychological orientation as opposed to a biological orientation. 
Specifically, less effective therapists primarily used psychotherapy (42% of the time), but 
combined with medication (48.6% of the time), whereas the more effective therapists reported 
using psychotherapy alone with most of their patients (73.8% of the time) and  combined with 
medication only occasionally (19.6% of the time) in their daily practices. Moderately effective 
therapists primarily used medication alone (73.8% of the time) or in combination with 
psychotherapy (56.1% of the time), but less often used psychotherapy alone (29.4% of the time). 
Hence, it was the overall conclusion that a psychological orientation produced better outcomes, 
compared with a biological orientation (Blatt, Sanislow et al., 1996). 
In a seminal meta-analysis, Smith and Glass (1977) reviewed 400 studies, comparing at 
least one treatment with a control group to test whether or not any particular treatment was 
superior to another. Results demonstrated few differences between behavior therapies (i.e. 
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behavior modification, systematic desensitization) and non-behavioral therapies (i.e. Rogerian, 
Adlerian, psychoanalysis), with effect size estimates (Cohen’s d) being 0.8 for behavior therapy 
and 0.6 for non-behavioral therapies combined. However, several methodological criticisms of 
this study have been referenced, questioning the validity of these results (Shapiro & Shapiro, 
1982; Tolin, 2010). For example, it has been recognized that the lack of differences between 
treatments may have resulted from the inclusion of studies that compared only active treatments 
to a control group, because the relative strength of treatments are more easily identifiable when 
compared with each other, as opposed to situations in which they are compared with a control 
group (Luborsky et al., 2002).  
Shapiro and Shapiro (1982) attempted to replicate and refine Smith and Glass’s (1977) 
meta-analysis by correcting some of the methodological errors. They examined 143 comparative 
outcome studies published over a 5-year period and found relatively few differences between 
treatments, except between behavioral treatments and humanistic/dynamic treatments, with an 
effect size (Cohen’s d) of 1.06 for behavioral treatments and 0.40 for humanistic/dynamic 
treatments. Again, several criticisms of this study appeared in the literature and further attempts 
to rectify poor methodology were executed. The resulting primary study was a large scale-review 
of outcome studies, comparing only viable, or bona fide, active treatments using improved 
methodology. The researchers compared effect sizes across all forms of psychotherapy, as 
opposed to previous methodology that compared effect sizes across classes of psychotherapy. 
However, the results were not significant, and it was concluded that there were no significant 
differences, even among dissimilar treatments (Wampold et al., 1997).  
Crits-Christoph (1997) responded to this influential review by detailing numerous flaws 
in the study’s methodology. Specifically, he directed attention to the over-representation of 
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anxiety disorders (57 of 114 studies), cognitive-behavioral treatments (79 of 114), and 
undergraduate students in the sample (40 of 114 studies). Because of this, he stated this sample 
may not have represented the breadth of diagnoses, other forms of treatment or degrees of 
impairment. Furthermore, he indicated that because there were studies included with a control 
group, it is impossible to determine if the results were due to both treatments being ineffective, 
or if the treatments were effective, due to specific or nonspecific factors.  
In an attempt to address some of the limitations, Crits-Christoph (1997) highlighted, 
another meta-analysis (Luborsky et al., 2002) of 17 studies comparing common active treatments 
(behavior therapy, cognitive therapy, cognitive-behavior therapy, dynamic therapy, rational-
emotive therapy, and individual drug counseling) with each other was conducted. The analysis 
yielded a mean effect size (Cohen’s d) of .20, which was considered small and nonsignificant. 
Furthermore, when the differences were corrected for the therapeutic allegiance of the 
researchers conducting the studies included in the meta-analysis, these differences tended to 
decrease even further in terms of effect size and significance level. After what appeared to be a 
fairly consistent report of the lack of differences among active treatments, researchers began to 
proclaim that the “Dodo Bird Verdict” was in effect, a phrase taken from a character in the story 
of Alice in Wonderland who announced “Everyone has won and all must have prizes” (Luborsky 
et al., 2002).  
Because treatments appear to differ in theory and practice but produce similar results, the 
nonspecific factors hypothesis was proposed, whereby the benefits of therapy result from the 
components that all treatments share, regardless of theories that drive the treatments. It is often 
argued that because all therapies require a therapeutic alliance, which has been found to predict 
outcome, the outcome is largely determined by nonspecific factors (Luborsky et al., 2002). 
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However, this appears to be a weak argument, because different specific factors could lead to the 
same outcome independently of common factors. Thus, the alliance may be predictive in some 
cases or treatments, but not necessarily in others (DeRubeis et al., 2005). It is also possible that 
differences in treatments may be small for some diagnoses that respond to a variety of treatments 
(e.g. depression), but significant for other disorders that respond only to specific types of 
therapies (e.g. obsessive-compulsive disorder) (Champless, 2002; Wampold et al., 1997). 
Furthermore, outcome measures may not adequately account for all significant changes, so the 
outcomes may be different, based on the treatments but not reported in this way (e.g., someone 
may still be depressed but may have resolved some interpersonal difficulties as a result of a 
particular treatment) (Luborsky et al., 2002).   
Indeed, some treatments based on specific, theory-driven components have been 
identified for at least four mental health disorders (obsessive-compulsive disorder, post-traumatic 
stress disorder, panic disorder, and social anxiety) (DeRubeis et al., 2005). Thus, it cannot be 
concluded that all therapies are equally effective with all disorders and with all people, which 
suggests treatments are comparable but not interchangeable (Wampold et al., 1997). More 
current meta-analyses comparing cognitive-behavioral therapy with other bona fide treatments 
for a variety of disorders have supported this notion (e.g. Tolin, 2010), yet others have suggested 
that there is still lack of evidence to recommend certain types of therapies in daily practice 
(Wampold et al., 2011). Overall, it can generally be concluded that the effect sizes associated 
with various therapeutic orientations vary tremendously, but typically account for less than 10% 
of the observed differences in outcomes. Accordingly, other therapist variables such as 
relationship skills, values, and beliefs are likely to be either as closely or more closely related to 
the effectiveness of treatment (e.g., Beutler et al., 2004; Smith & Glass, 1977).   
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 In summary, two main variables of inferred states, the therapist’s contribution to the 
working alliance and the therapist’s treatment orientation, are highly debated in the research 
regarding characteristics of effective therapists. Both of these variables are likely important 
components that contribute to competence, because the effect sizes associated with both are on 
average very similar (Beutler et al., 2004). Thus, research indicates that both the therapeutic 
alliance and techniques derived from theory are necessary but insufficient alone. Effective 
therapists are likely those that have the ability to implement the therapeutic modality within a 
strong therapeutic alliance, although the exact means of accomplishing this according to patient 
type, modality, presenting problem, or treatment has not been fully explored (Stirman & Crits-
Christoph, 2011).     
In conclusion, the therapist is a complex variable, comprising many characteristics with 
the potential for a variety of behavioral responses and interventions (Elkin et al., 2006). Effect 
size estimates of the proportion of outcome variance attributable to therapists are generally small 
and few therapist variables have consistently and significantly been demonstrated to relate to 
effectiveness or patient outcomes (Blatt, Sanislow et al., 1996; Blow et al., 2007). However, this 
could be the result of inadequacies in traditional research methodology (Lambert, 1989) or 
failure to pay enough attention to mediating and moderating variables that may impact this 
relationship (Blow et al., 2007). In fact, most studies are unidimensional because the researchers 
typically select measures assessing for only one dimension or formulate hypotheses and analyze 
the data in terms of a single dimension in relation to outcomes isolated from other dimensions 
(Schaffer, 1982).   
Isolating specific therapist variables, such as demographic characteristics, attitudes, 
values, theoretical orientation, and techniques do not account for all of the interrelated variables 
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associated with overall level of competence or ability to be effective with patients. After all, it is 
difficult to fully capture the “person” of the therapist, who is more than the sum of the factors 
and characteristics usually studied in the literature (Elkin et al., 2006, p. 144; Lambert, 1989). It 
is this “person” that manifests these characteristics intertwined with his or her actual being that 
brings treatment manuals and techniques to life (Strupp & Anderson, 1997). It may be feasible 
that all possible variables affect outcomes because they affect overall competence, which 
suggests competence may be the “final common pathway” in which all other variables affect 
outcomes (Elkin, 1999, p. 22). Clearly, many aspects of the clinician’s personality, experience, 
and behaviors that relate to competence and patient outcomes have not yet been fully explored 
(Stirman & Crits-Chritoph, 2011) and because of this, many have suggested that future research 
be devoted to understanding what it is that makes some therapists more competent than others 
(Wampold & Serlin, 2000). One possibility for understanding this is to utilize an overarching 
model that will incorporate the cognitive, emotional, and relational domains of therapists 
(Jennings & Skovholt, 1999) as a way of conceptualizing therapist competence.   
The Cognitive Model 
The cognitive model, as specified by Beck (1976, 1979), explains human behavior by 
understanding the thought process because it proposed that emotions and behaviors are primarily 
determined by the way in which the world is perceived. Thoughts, feelings, and behaviors are 
considered to be connected and reciprocally interactive. At the core of this process are relatively 
stable cognitive patterns that determine those stimuli in the environment that are attended to and 
how these stimuli and the encompassing situation are interpreted. These stable cognitive patterns 
are referred to as schemas, and act as a mental filter by screening out, differentiating, and coding 
stimuli. The result is an ongoing cognitive process of perceiving, categorizing, and evaluating 
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stimuli which are organized through a matrix of schemas so that experiences maybe be 
conceptualized and interpreted.  
Many authors use the term “schema” interchangeably with the term, “core belief” (Beck, 
1995). However, Beck (1964) differentiates between these two terms by identifying schemas as 
the cognitive structures that hold specific content, or the core beliefs. Core beliefs are the 
fundamental level of beliefs and develop in childhood through early learning experiences, 
usually in the family of origin. They are rigid, absolute beliefs people hold about themselves, 
others, and the world (Beck, 1995).  
From these core beliefs come intermediate beliefs, which include underlying rules, 
attitudes, and assumptions (Beck, 1995). Cognitions, which are verbal thoughts and/or pictorial 
images in the stream of consciousness, result from these attitudes or assumptions. Thus, schemas 
represent the underlying cognitive structures that, through this process of filtering through core 
beliefs and intermediate beliefs, transform perceived information into actual cognitions (Beck, 
1979). The resulting relationship that exists among these components begins with core beliefs 
and intermediate beliefs that generate specific cognitions, which lead to related emotions and 
behavioral patterns. If the core beliefs are healthy, the end result will be adaptive functioning. 
However, if these core beliefs are dysfunctional, the end result will be disordered cognitions, and 
maladaptive emotional and behavioral responses (Szentagotai & Freeman, 2007).    
The Cognitive Model and Therapist Competence 
 As discussed previously, there are a multitude of interrelated factors that influence 
therapist competence. Despite a major focus on examining the effectiveness of various 
therapeutic models and specific interventions in the research, personal factors of the therapist 
continue to be reported by some as having a large impact on the therapeutic process and outcome 
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(e.g., Beutler et al., 2004). Thus, even with manual-based treatment approaches, the therapist is 
still involved in an interpersonal process (Leahy, 2001), and consequently, brings to session his 
or her preexisting emotional, psychological, and interpersonal strengths and weaknesses (Guy & 
Liaboe, 1986). Furthermore, this interpersonal process triggers cognitive, affective, and 
behavioral responses in both the client and the therapist, and influences the therapeutic process 
(Leahy, 2001). When considering the role of the therapist, the overt behaviors are influential, as 
are other personal variables, such as the therapist’s motivation, thinking processes, level of 
confidence, and personality characteristics (Larson, 1998). 
 Just as the cognitive model can be used to conceptualize the client’s cognitive, affective, 
and behavioral responses, it too can be used to conceptualize the therapist’s responses during the 
therapeutic process. In applying this model to the therapist’s own reactions, the awareness of 
negative automatic thoughts, underlying assumptions, and core beliefs triggered by the client in 
the therapeutic context can be developed (Haarhoff, 2006). The “Therapeutic Belief System” 
(TBS; Rudd & Joiner, 1997) is a conceptual model based on the cognitive theory that aids in 
understanding these cognitive components, as well as the ensuing affective and behavioral 
responses experienced by the therapist and the client, which potentially impact the process of 
therapy. Specifically, the TBS provides a framework to specify the therapist’s and client’s beliefs 
about himself or herself and each other, automatic thoughts, compensatory strategies, the 
emotions these thoughts/beliefs may trigger, and the consequential behavioral responses. If the 
therapist is not aware of this process or fails to understand his or her own cognitive, affective, 
and behavioral reactions, negative consequences to the therapy can occur. For example, the 
therapist may avoid appropriate interventions, experience guilt or fear about the client’s 
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reactions, feel incompetent, and experience difficulty in establishing and maintaining appropriate 
therapeutic boundaries (Leahy, 2001; Haarhoff, 2006; Haarhoff, 2007). 
Therapists’ Cognitive Processes in the Therapeutic Context 
 Despite specialized education and training, therapists are still human and engage in faulty 
thinking (i.e., irrational absolutistic beliefs), dysfunctional behaviors, and experience disruptive 
emotions just as others do (Ellis, 2003). This is especially true for neophyte therapists, because 
trainees often have characteristics such as perfectionistic behaviors, obsessiveness, and 
preoccupation with expectations and standards (Skovholt & Ronnestad, 1992). For example, in a 
study comparing therapists of different developmental levels at a university counseling center 
and at a Veterans Administration medical center, participants from all groups endorsed the 
presence of irrational beliefs, but the practicum students endorsed the irrational therapist beliefs 
presented to them as being a greater contributor of personal stress, as compared with the interns 
or professional staff members. When examining the most stressful beliefs, the practicum students 
rated as highest, those with the theme of taking too much responsibility for client welfare and 
progress in therapy (Rodolfa, Kraft, & Reilley, 1988). 
 Although trainees often have the belief that they are ultimately responsible for their 
clients and view themselves as the primary change agent in the therapy process (Skovholt & 
Ronnestad, 1992), Albert Ellis (2003) long ago identified the presence of irrational beliefs in all 
therapists, even those with significant amounts of experience. He postulated that these beliefs not 
only lead to distress or dissatisfaction in the therapist, but also to therapeutic inefficiency. His list 
of irrational beliefs includes: 
1. “I have to be successful with all my clients practically all the time” 
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2. “ I must be an outstanding therapist, clearly better than other therapists I know or hear 
about” 
3. “ I have to be greatly respected and loved by all my clients” 
4. “Since I am doing my best and working so hard as a therapist, my clients should be 
equally hard working and responsible, should listen to me carefully, and should 
always push themselves to change” 
5. “Because I am a person in my own right, I must be able to enjoy myself during 
therapy sessions and to use these sessions to solve my personal problems as much as 
to help clients with their difficulties” (p.4-5). 
All the studies that have examined the presence of irrational beliefs in therapists have 
found similar results regarding the negative impact on the therapist and the therapeutic process. 
In particular, common irrational beliefs in therapists concern the need to work at high energy 
levels at all times and with all clients, attitudes of inflexibility, rigidity, and dogmatism in regard 
to the therapeutic process, the need to be totally competent and knowledgeable, the need to be 
liked and respected by everyone, taking total responsibility for client welfare, having low 
tolerance for ambiguity and emotionality, and the need for control (Deutch, 1984; Forney, 
Wallace-Schutzman, & Wiggers, 1982; Rodolfa et al., 1988; Hellman, Morrison, & Abramowitz, 
1987; McLean et al., 2003; Emery et al., 2009).  These irrational beliefs therapists hold about 
themselves and the therapeutic process can impact both their psychological well-being and their 
effectiveness as clinicians (McLean et al., 2003). For example, when therapists tend to see 
themselves as responsible for all failures or lack of progress with clients (Skovholt & Ronnestad, 
1992), failure to perform according to these beliefs can lead to feelings of inadequacy and 
incompetence (Deutch, 1984). Furthermore, the presence of irrational beliefs has been 
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demonstrated to be associated with high levels of stress and, in some cases, to be the most 
important contributor to burnout and vicarious traumatization (McLean et al., 2003; Emery et al., 
2009; Forney et al., 1982).   
If irrational beliefs have the potential to lead to distress and inefficient therapy, then it is 
reasonable to suggest that rational beliefs can lead to more positive outcomes. Overholser, 
Braden & Fisher (2010) speculated that there are ten essential core beliefs that promote effective 
therapy. These core beliefs can promote effective therapy by having an influence in the 
therapeutic process and by providing a foundation of faith in the treatment and change process. 
These core beliefs include: 
1. “People can change” 
2. “Change is often a gradual process” 
3. “Change typically requires developing new actions and new attitudes” 
4. “Intimate relationships play a central role in all important life events” 
5. “Understanding precedes changing” 
6. “Negative life events often turn out better than had been expected” 
7. “Past events cannot be changed, but often they can be tamed” 
8. “Emotions are a natural part of human existence” 
9. “Balance is a central ingredient for adaptation” 
10.  “Most labels are not helpful” (186-191). 
Although these core beliefs address some of the irrational core beliefs commonly 
experienced by therapists, such as attitudes of inflexibility, rigidity, and dogmatism (Hellman et 
al., 1987), as well as low tolerance for ambiguity and emotionality (Deutch, 1984; McLean et al., 
2003), they do not address some of the most salient beliefs. This could be explained by the 
THERAPIST COMPETENCE                                                                                                                 77 
 
external focus or the focus on what therapy is and how it works, as opposed to beliefs about 
therapists themselves and their roles as therapists.  
Rather than focusing on core beliefs, others have examined the role of the therapist’s 
schemas in the therapeutic process (Leahy, 2001; Haaroff, 2006; Haaroff; 2007). This is 
particularly relevant when considering the role of countertransference (Rudd & Joiner, 1997), 
which, from the cognitive model is conceptualized as “the totality of the therapist's responses to 
the patient, including automatic thoughts, elicited beliefs or schemes, emotions, actions, 
intentions and so on" (Layden, Newman, Freeman, & Morse, 1993, p. 117). These responses are 
considered to be conscious and accessible to the therapist (Haaroff, 2006) and represent different 
levels of arousal triggered by specific types of patients and presenting problems and are 
associated with particular cognitive and behavioral responses (Leahy, 2001).  
From the cognitive model, these countertransference reactions can be conceptualized as 
stemming ultimately from the therapist’s own therapy-specific schemas. Therapy-specific 
schemas operate in the same manner as the maladaptive schemas associated with psychological 
disturbances, but they are less pervasive and rigid and do not necessarily indicate pathology. 
Rather, these therapy-specific schemas are triggered in regard to specific, therapy-related 
contexts and are influenced by a variety of factors, such as clinical experience, supervision, 
training, peer group, therapy orientation, and personal experience. Some examples of therapist 
specific schemas include: “demanding standards” (inflexible or high expectations of 
compliance), “abandonment” (fear of being abandoned by the client), “need for approval” 
(people pleasing), “excessive self-sacrifice” (co-dependent with difficulty establishing 
appropriate boundaries), and “special superior person” (narcissistic view of one’s therapeutic 
skills) (Leahy, 2001; Haaroff, 2006). 
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Harroff (2006) sought to study the schemas of students enrolled in a two year post-
graduate diploma course in Cognitive-Behavior Therapy. The course consisted of psychologists, 
psychotherapists, counselors, social workers, nurses, psychiatric registrars, and general 
practitioners. These students were divided into four groups based on their stage of training within 
this program, with two groups of students from the didactic-based first half, and two groups in 
the practicum-based last half. Each student was asked to complete the Therapist’s Schema 
Questionnaire (TSQ; Leahy, 2001), a 46 item questionnaire rated on a 6 point Likert scale, 
representing 14 of the most common therapist schemas.  
Results from this study revealed a consistent pattern across groups, with the exception of 
one schema, indicating that differences in stages of training did not significantly affect the 
presence of schemas. The most common schemas identified across all groups were “demanding 
standards” (75%-85%) and “excessive self-sacrifice” (57%-62%). The “demanding standards” 
schema is associated with an obsessive, controlling, and perfectionistic approach to therapy, with 
discomfort accompanying a deviation from what is expected during the therapeutic process. 
Conversely, the “excessive self-sacrifice” schema leads to overemphasizing the importance of 
the relationship with the client and may prohibit self-care and appropriate boundary setting.  The 
“special superior person” schema, which is associated with grandiose perceptions of 
performance, was also a common schema (62%-87%), but with a higher endorsement rate from 
students in the practicum portion of the program. Because this schema was more prevalent in this 
particular group of students, the author speculated that the pattern of schema identification 
relates to the developmental level, but could not draw firm conclusions without a comparison 
group of more experienced therapists (Haaroff, 2006; Leahy, 2001).  
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 In conclusion, the development of clinical competence is a primary goal in the education 
and training of psychologists, with a recent movement towards a culture of competence that is 
focused on the integration of specific knowledge, skills, and attitudes (Kamen et al., 2010; 
Kaslow et al., 2009). Many therapist variables affect outcome, including behaviors, techniques, 
general clinical abilities, skill in implementing specific interventions, personality characteristics, 
and emotional well-being (Huppert et al., 2001). However, little is known about those personal 
characteristics of therapists that are conducive to competence; most outcome studies examine 
therapist variables using only unidimensional analyses and produce small effect sizes and 
inconsistent results (e.g., Beutler et al., 2004; Blatt, Sanislow et al., 1996; Blow et al., 2007; 
Schaffer, 1982).  
The construct of competence may be a means in which all therapist variables interrelate 
to affect outcome (Elkin, 1999), and in order to conceptualize the interaction among all of the 
variables, an overarching model is needed. Thus, the cognitive model is one possible theory that 
can be used to explain the ways in which therapist variables embodied within the person of the 
therapist interrelate to allow for the demonstration of the necessary knowledge, skills, and 
attitudes that compose competence. Although specific studies examining therapists’ cognitive 
processes in relation to clinical competence are not known to exist, there is evidence to suggest 
that the beliefs that therapists hold about themselves and their roles as therapists affect the 
therapeutic process (e.g., McLean et al., 2003; Emery et al., 2009), making this a possible 
mechanism of action that affects the cognitive, emotional, and relational capacities of therapists 
(Jennings & & Skovholt, 1999) and influences the level of competence displayed throughout the 
therapeutic process. Therefore, this study will examine the relationship between therapist beliefs 
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about themselves and their roles as therapists and supervisor-rated measures of competence that 
includes specific foundational and functional competencies.    
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Chapter 3: Research Hypotheses 
Hypothesis One (First and Second Year Students versus Third and Fourth Year Students): 
There will be a difference between the students in the first and second years, compared with the 
students in the third and fourth years on the rate of endorsement of irrational beliefs. 
Specifically, it is hypothesized that students in the first and second years of the program will 
score lower on the measure of therapist beliefs (indicating higher rates of irrational beliefs) than 
the students in the third and fourth years of the program.      
 Hypothesis Two (Third Years Students versus Fourth Year Students): There will be a 
difference between the students in the third year compared with students in the fourth year on 
supervisor-rated measures of competence, self-rated measures of competence, and rate of 
endorsement of irrational beliefs. Specifically, it is hypothesized that students in the third year of 
the program will score lower on the measure of supervisor-rated competence, self-rated measure 
of competence, and the measure of therapist beliefs (indicating higher rates of irrational beliefs) 
than the students in the fourth year of the program.  
Hypothesis Three (Competence Ratings, Year, and Therapist Beliefs): Supervisor-rated 
measures of competence, self-rated measures of competence, and year in the program will be 
predictive of therapist beliefs. Specifically, it is hypothesized that higher ratings of competence 
and fourth year status in the program will predict lower rates of endorsement of irrational beliefs. 
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Chapter 4: Methodology 
Overview 
The objectives of this study were to assess predoctoral clinical psychology students’ self-
beliefs related to their competence and roles as clinicians and the relationship of these beliefs to 
supervisor-rated competency evaluations. Furthermore, differences in self-beliefs and supervisor-
rated competency were compared across cohorts to assess for changes in these constructs over 
time. 
Design and Design Justification 
The present study utilized a prospective, multigroup cohort, correlational design to assess 
for the association between participants’ beliefs about themselves as therapists and about their 
clinical work and supervisor-rated evaluations of clinical competence.   
Participants 
The participants in this study were predoctoral graduate students currently enrolled in the 
Doctor of Psychology (Psy.D.) Clinical Psychology Program at the Philadelphia College of 
Osteopathic Medicine (PCOM).  All were in the first through fourth years of the five year 
program and had not started internship. Those in the third and fourth years of the program were 
enrolled in a practicum course and were participating in a program-approved clinical practicum 
placement supervised by a licensed psychologist. As a program prerequisite, all of the 
participants had previously earned a Master’s degree in psychology, social work, 
psychiatric/mental health nursing, counseling, school psychology, family therapy, or pastoral 
counseling from an accredited institution.  
 
 
THERAPIST COMPETENCE                                                                                                                 83 
 
Inclusion Criteria 
All first, second, third, and fourth year students in good standing and currently enrolled in 
the Clinical Psychology Psy.D. Program were eligible to participate. 
Exclusion Criteria 
Those students who were not in good standing or those who were not currently enrolled 
in the Clinical Psychology Psy.D. program were excluded from the study. Additionally, those 
students who were participating in a clinical practicum placement and were not interested in 
allowing their evaluations to be included were excluded from the study. 
Recruitment 
Participants were recruited at the beginning of the winter semester, through invitation, to 
participate in the study. The students were informed about the opportunity to participate in the 
study and if willing to do so, were asked to provide an informed consent. As part of the 
practicum course requirements, students were required to have their supervisors complete 
evaluation forms at the end of every semester. The third and fourth year students choosing to 
participate were asked to complete the additional measures before reviewing these evaluations 
with their supervisors and to also submit their evaluation forms as part of the data collection 
procedure. 
Sample Demographics 
 Table 1 provides information about the demographics of the sample. A total of 78 pre-
doctoral graduate students currently enrolled in the Clinical Psy.D. program at the Philadelphia 
College of Osteopathic Medicine (PCOM) completed the requirements of the study. For the 
purposes of this study, the first and second year students were combined into one group. There 
was a total of 43 (n=43) first and second year participants, with 40% (n=17) being first year 
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students and 60% (n=26) being second year students. Of these first and second year students, 
19% (n=8) were males, 74% (n=32) were females, and 7% (n=3) were of unknown gender. 
Fourteen (n=14) third year students participated in the study, with 43% (n=6) being male and 
57% (n=8) being female. Twenty-one (n=21) fourth year students completed the measures, with 
38% (n=8) being male and 62% (n=13) being female.     
Table 1 
Demographics of 1st – 2nd Year Students as      Demographics of 3rd – 4th Year Students as  
a Percentage of the Sample       a Percentage of the Sample  
  
Characteristic    n %    Characteristic  n % 
  
Year         Year 
     1st Year   17 40         3rd Year   14 40 
     2nd Year     26 60         4th Year   21 60 
Gender        Gender 
     Male    8 19         Male   14 40 
     Female   32 74         Female   21 60 
     Unknown    3  7 
 
Measures 
2012-2013 Clinical Psychology Doctoral Practicum Competencies Evaluation 
This evaluation was currently the standard practicum evaluation rating form used for all 
practicum students enrolled in the Clinical Psy.D. program at PCOM. The content areas were 
adapted from The Association of Directors of Psychology Training Clinics (ADPTC) Practicum 
Competencies Workgroup, Robert L. Hatcher, Ph.D. and Kim Dudley Lassiter, Ph.D. Some 
modifications to the evaluation form were made from considerations discussed by 42 Clinical 
Directors at the Midwinter meeting of the ADPTC on February 27, 2004, along with the Council 
of Chairs Training Councils (CCTC) Practicum Competencies Workgroup and members of the 
CCTC at its meeting on March 25, 2004. Additionally, Nadja Fouad, Ph.D. and Barbara Cubic, 
Ph.D. contributed specific phrasing for some categories.  
THERAPIST COMPETENCE                                                                                                                 85 
 
 The evaluation form contains four overarching categories of assessment:  Relationship 
and Interpersonal Skills; Assessment, Diagnosis, and Case Conceptualization Skills; 
Intervention: Applied Ethics and General Therapy Skills; and Intervention: Scientific Knowledge 
and Clinical Application. The evaluators were instructed to rate students, using a 5 point global 
rating scale from novice to expert or not applicable. Evaluators were asked to consider the stage 
of training (i.e., 3rd or 4th year student) and stage of competency development in comparison 
with expected levels of competence in similar students at the same stage of training. 
The Therapist Belief Scale - Revised (TBS-R) (Mclean, Wade, & Encel, 2003) 
The Therapist Belief Scale (TBS-R) is a questionnaire assessing therapists’ thoughts about 
their roles and work as therapists. It has primarily been utilized to measure beliefs in therapists 
who are working with survivors of trauma; its psychometric properties are currently unknown. 
The original version contained 58 items that were rated on a 6 point Likert Scale with 1 being 
“strongly disagree” and 6 being “strongly agree.” An example of some items from this measure 
include: “I must not make mistakes in therapy, if I do then I’ve failed” and “I am responsible if 
therapy is not successful” (Mclean et al., 2003). A factor analysis was conducted with a criterion 
of 0.32 for the correlation between the item and the primary factor, and the results indicated that 
69% of the items (48 out of 58) loaded onto this factor (McLean et al., 2003). 
Subsequent factor analyses were conducted with a criterion of > 0.60 for the correlation 
between the item and the primary factor. The end result was 29 items loading onto one of three 
factors related to distress, inflexibility, and control, which compose the revised version. These 
analyses provide support for the validity of utilizing a total score as a basis of measurement, with 
higher scores indicating lower levels of irrational beliefs in regards to therapy (Emery et al., 
2009).   
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Clinical Experience Questionnaire  
A brief questionnaire was developed for the purposes of this study in order to collect 
information about the type of practicum placement and supervision in which the students were 
participating. This questionnaire contained 8 items related to the amount and type of clinical 
experience and supervision received (e.g., individual, group, live, audio/video recorded). 
Procedure 
At the beginning of the winter semester, the researcher provided the students with 
information about the study. All of the students who were interested in participating were asked 
to provide an informed consent and were assured their responses would remain confidential 
through the process of de-identification by one designated faculty member. At that time, the 
researcher asked the first and second year students who chose to participate to complete the 
TBS-R and to return this measure to their individual course instructors for collection.  
The third and fourth year students were informed by their individual course instructors 
about the requirements of their practicum course. Specifically, they were informed that as a part 
of their course requisites, they were required to have their practicum supervisors complete the 
2012-2013 Clinical Psychology Doctoral Practicum Competencies Evaluation form at the end of 
the semester and to review this evaluation with their individual supervisors at the time of 
completion. The third and fourth year students who chose to participate in the study were 
informed that provision of informed consent to participate in the study indicated agreement to 
allow for the inclusion of this information. Additionally, these students were asked to complete 
the Clinical Experience Questionnaire, the TBS-R, and the 2012-2013 Clinical Psychology 
Doctoral Practicum Competencies Evaluation form as a self-report measure.  
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After all the measures were collected by the course instructors, they were given to the 
designated faculty member at PCOM for de-identification. This was accomplished by removing 
all identifying data from the record forms and assigning a random number for the purposes of 
matching participants’ measures in a confidential manner. After the de-identification process was 
completed, the designated faculty member provided the researcher with the raw data for analysis 
of the results. This process was completed at the end of the spring semester and subsequently, 
entered into an SPSS data set.  
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Chapter 5: Results 
Analytic Plan 
To test hypothesis one, an independent samples t-test was used to measure the difference 
in the endorsement rate of irrational beliefs on the Therapist Belief Scale-Revised (TBS-R) 
between students in the first and second years of the program, compared with those in the third 
and fourth years of the program. An independent samples t-test is used to measure the 
differences between the means of two independent groups. Thus, this test was used to determine 
if students in the first half of the program differed significantly from students in the second half 
of the program in terms of their scores on the TBS-R.  
A multivariate analysis of variance (MANOVA) was used to test hypothesis two. 
Specifically, this test was used to measure the difference in the endorsement rate of irrational 
beliefs, self-rated competence, and supervisor-rated competence between third and fourth year 
students. A MANOVA is used to measure the differences between the means of multiple 
independent groups. Thus, this test was used to determine if the third and fourth year students 
differed significantly in terms of their scores on the TBS-R and the 2011-2012 Clinical 
Psychology Doctoral Practicum Competencies Evaluation, completed as a self-report measure 
and supervisor-rated. 
To test hypothesis three, a multiple regression analysis was used to determine if the 
independent variables of supervisor-rated competence, self-rated competence, and year in the 
program significantly predicted the dependent variable of therapist irrational beliefs as measured 
by the TBS-R. Multiple regression analyses are used to predict a continuous dependent variable 
(i.e., TBS-R score) based on the independent variables (i.e., cohort year, self-rated competence, 
supervisor-rated competence), and also to determine the amount of variance in a dependent 
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variable that is attributable to the independent variables. Thus, when applied to hypothesis three, 
a multiple regression was used to estimate how much the rate of endorsement of irrational beliefs 
was accounted for by the self-rated measures of competence, supervisor-rated measures of 
competence, and year in the program. 
Power Analysis 
A power analysis conducted for a MANOVA with two groups and three response 
variables was conducted. This analysis indicated that the study would need a sample size of 42 
participants to find a medium effect size 80% of the time. This study had a sample size of 34. A 
follow-up power analysis indicated that with 34 participants, the study had a power of .71. Thus, 
if an effect existed, it would have a 71% chance of being found. 
A power analysis conducted for a multiple regression with three predictor variables 
indicated that the study would need a sample size of 41 participants to find an effect 80% of the 
time.  A power analysis indicated that with the 34 participants, the study had power of .71.  
Therefore, there was a 71% chance of finding an effect if one existed.  
Descriptive Statistics for Third and Fourth Year Students 
As indicated in Table 2, there was wide variability in the amount of clinical experience 
and supervision that participants reported. Specifically, the third year students reported a range 
of 1-22 years of clinical work experience (m = 5.9, sd = 5.50) and a range of 0-18 years of 
receiving clinical supervision (m=4.5, sd =5.84). The fourth year students reported a range of 
1.5-17 years of clinical work experience (m = 5.4, sd = 3.50) and a range of 1-19 years of 
receiving clinical supervision (m = 4.7, sd = 3.78).  
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Table 2 
 
Years of Clinical Experience and Supervision in 3rd – 4th  
Year Students 
 
Variable   n   M  SD  Range  
 
3rd Year Students 
     Experience  14 5.82 5.50  1 – 22  
     Supervision 14 4.46 5.84  0 – 18 
4th Year Students 
     Experience  21 5.37 3.50 1.5 – 17 
     Supervision  21 4.72 3.78 1 – 19 
 
In order to determine if there was a significant difference between the third and fourth 
year students in regard to the number of years of clinical experience and supervision, a 
MANOVA was conducted. A power analysis indicated there was only a 78% chance of finding 
differences if they existed. As Table 3 indicates, there were no significant differences between 
the third and fourth year students in terms both of number of years of clinical experience, F(2, 
31) = 0.11, p = .744, and the number of years of clinical supervision, F(2, 31) = 0.03, p = .874.    
Table 3 
 
MANOVA – Difference between 3rd and 4th Year Students on Years of Clinical  
Experience and Supervision 
 
Source            Value    F       Hypothesis df  Error df   Sig. 
 
Pillai’s Trace  .013 .208  2.000  31.000  .813 
Wilks’ Lambda      .987 .208  2.000  31.000  .813 
Hotelling’s Trace .013 .208  2.000  31.000  .813 
Roy’s Largest Root .013 .208  2.000  31.000  .813 
 
 
Table 4 shows the percentages of students participating in common types of psychology 
practicum placements and the types of populations served at these sights. It is important to note 
that the categories were not mutually exclusive and participants had the option to select more 
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than one item in each category. Overall, the largest percentages of students were participating in 
a practicum placement at an outpatient mental health clinic (48.6%), inpatient psychiatric 
hospitals (20%), and at medical facilities (17.1). Those in outpatient substance abuse clinics 
composed the smallest percentage of students (2.9%), along with those who reported placements 
in “other” settings (2.9%). The largest percentage of students reported working with individual 
adults (45.7%), adolescents (37.1%), mood/anxiety disorders (42.9%), and behavioral disorders 
(34.3%). Practicum students working with couples (8.6%), families (17.1), and developmental 
disabilities (17.1%) were the least represented in this sample.  
Table 4 
 
Practicum Settings and Populations Served as a Percentage of the Sample 
 
Practicum Setting     % Population Served          % 
 
Outpatient Mental Health Clinic 48.6 Adults          45.7 
Inpatient Psychiatric Hospital  20.0 Adolescents         37.1 
Medical Hospital/Medical Clinic  17.1 Children         20.0 
Residential Treatment Facility 11.4 Families         17.1 
Intensive Outpatient Facility    5.7 Couples           8.6 
Neuropsychology Rehab Program   5.7 Mood/Anxiety Disorders       42.9 
Outpatient Substance Abuse Clinic   2.9 Behavioral Disorders        34.3 
Other (Unspecified)     2.9 Co-Occurring –  
Substance Abuse/Mental Health      31.4 
Substance Abuse        25.7 
Serious Mental Illness       22.9 
Medical/Behavioral Health       22.9 
Cognitive Disabilities/Traumatic 
Brain Injury         20.0 
Developmental Disabilities       17.1 
Other (Unspecified)        11.4 
 
 
Hypothesis 1: First and Second Year Students versus Third and Fourth Year Students 
An independent samples t-test was conducted to determine if there was a significant 
difference between students in the first and second years, as compared with students in the third 
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and fourth years on their rate of endorsement of irrational beliefs, as measured by the Therapist 
Belief Scale-Revised (TBS-R). A Levene’s test was conducted in order to determine if the 
groups have equal variances. This test was not significant (p = .07), which indicates that equal 
variances can be assumed. Results of the t- test indicated there was not a statistically significant 
difference between groups, t(76) = -1.51, p = .070.  Although not at a statistically significant 
level, the mean score on the TBS-R indicated that students in the third and fourth years of the 
program scored higher (M = 128.80, SE = 3.38), compared with students in the first and second 
years of the program (M = 122.70, SE = 2.40). Because higher scores on the TBS-R indicate less 
irrational beliefs, this result indicates there was a trend for students in the third and fourth years 
of the program to endorse less irrational beliefs, as compared with the students in the first and 
second years of the program.  Table 5 shows these results. 
Table 5 
Independent Samples T-Test: Comparison of 1st–2nd Year and 3rd – 4th Students on TBS-R Scores 
 
  
Variable   n    M    SD  t df Sig. (2-tailed) 
  
1st – 2nd Year   43 122.70  15.75         -1.51 76       .136 
3rd – 4th Year  35 128.80  19.99  
  
  
Hypothesis 2: Third Years Students versus Fourth Year Students 
 In order to test Hypothesis 2, a MANOVA was conducted to assess differences between 
students in the third and fourth years in the program on rate of endorsement of irrational beliefs, 
supervisor-rated measure of competence, and self-rated measure of competence. A Box’s test 
was conducted in order to assess the equality of covariance matrices. The results of the Box’s 
test were not significant (p = .614), which indicates the matrices were roughly equal and the 
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assumption of homogeneity was met. Table 6 presents the results from this analysis. Using 
Pillai’s trace, there was not a significant effect of year in the program on rate of irrational beliefs, 
supervisor-rated measure of competence, or self-rated measure of competence, V = 0.16, F(3, 
30) = 1.86, p = .157.  
Table 6 
 
MANOVA – Difference between 3rd and 4th Year Students on TBS-R and Evaluations of 
Competence 
 
 
Test   Value      F        Hypothesis df Error df  Sig. 
 
Pillai’s Trace  .157  1.862  3.000  30.000  .157  
Wilks’ Lambda .843  1.862  3.000  30.000  .157 
Hotelling’s Trace .186  1.862  3.000  30.000  .157 
Roy’s Largest Root .186  1.862  3.000  30.000  .157 
 
 
 
Hypothesis 3: Therapist Beliefs, Year, and Ratings of Competence  
A multiple regression analysis was run in order to test whether or not the independent 
variables of supervisor-rated competence, self-rated competence, and year in the program 
significantly predicted the dependent variable of therapist irrational beliefs, as measured by the 
TBS-R. Results of this analysis indicated the overall model for the multiple regression analysis 
was not significant (p = .190) and did not explain a large percentage of the variance in rate of 
endorsement of irrational beliefs (R2 change = .145, F = 1.690, p = 0.190). Table 7 shows the 
model summary for the regression.  
However, analysis of the individual independent variables specified self-rated 
competence significantly predicted rate of endorsement of irrational beliefs (β =.415, t = 2.195, p 
= .036), but year in the program (β = -.078, t = -.427, p = .673) and supervisor-rated competence 
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(β = -.151, t = -.860, p = .397) were not predictive. See Table 8 for coefficients for the 
regression. 
Table 7 
 
Model Summary for Regression Analysis Summary for Variables Predicting Scores on the TBS 
 
 
Model     R      R2     Adjusted      Std. Error       R2          F         df1     df2         Sig. F  
             R2       of the Estimate    Change  Change          Change 
 
1  .380   .145        .059    19.495            .145      1.690       3        30           .190 
 
Table 8 
 
Regression Analysis Summary for Variables Predicting Scores on the TBS-R 
 
 
Predictor    B     Std. Error  Beta         t   Sig. 
 
Year in Program   -3.149        7.376 -.078     -.427 .673   
Self-Rated Competence  15.407        7.019  .415     2.195 .036* 
Supervisor-Rated Competence -5.359        6.230 -.151     -.860 .397  
*Significant at the .05 level. 
 
 A follow-up simple linear regression was conducted in order to determine how much of 
the TBS-R scores were predicted by the self-rated measure of competence. Results of this 
analysis indicated that this simple linear regression analysis was significant (p = .045). 
Specifically, scores on the self-rated measure of competence predicted 11.6% of the variance in 
the TBS-R scores. (R2 change = .116, F = 4.334, p =0.45). Table 9 shows the model summary for 
the regression.  
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Table 9 
 
Model Summary for Regression Analysis Summary for Variables Predicting Scores on the TBS-R 
 
 
Model     R      R2     Adjusted      Std. Error       R2          F         df1     df2         Sig. F  
             R2       of the Estimate    Change  Change          Change 
 
1  .341   .116        .089    19.07612          .116      4.334       1        33           .045 
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Chapter 6: Discussion 
Clinical competence has long been recognized as an important consideration in the field 
of psychology. Recently, there has been a shift towards the foundation of a culture of 
competence that is focused on the integration of specific knowledge, skills, and attitudes (Kamen 
et al., 2010). Although these specific knowledge, skills, and attitudes have been outlined as 
benchmarks in order to assess competence (Fouad et al., 2009), the personal characteristics of 
therapists associated with clinical competence remain largely unknown (Stirman & Crits-
Christoph, 2011). This dearth of knowledge remains problematic, because many therapist 
variables such as behaviors, techniques, general clinical abilities, personality characteristics, and 
emotional well-being have been demonstrated to affect therapeutic outcomes (Huppert et al., 
2001).   
This study utilized the cognitive model as a possible theory to explain the means by 
which therapist variables interrelate to affect the demonstration of clinical competence. Prior 
studies have provided evidence to suggest beliefs that therapists hold about themselves and their 
roles as a therapist have the potential to affect the therapeutic process (e.g., McLean et al., 2003; 
Emery et al., 2009). However, specific studies examining therapists’ beliefs in relation to clinical 
competence are not known to exist. Therefore, the purpose of this study was to examine the 
relationship between therapist beliefs about themselves and their roles as therapists, therapist 
self-rated measures of clinical competence, and supervisor-rated measures of clinical 
competence. 
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Summary and Explanation of Findings 
Hypothesis One 
 Predoctoral students in the first and second years of the program were compared with 
students in the third and fourth years of the program in terms of endorsement rate of irrational 
beliefs as measured by the Therapist Belief Scale-Revised (TBS-R). It was hypothesized that 
first and second year students would endorse higher rates of irrational beliefs, compared with 
third and fourth year students. However, results indicated there was not a statistically significant 
difference in scores on the TBS-R between these two groups. Rather, both groups of participants 
reported comparable levels of irrational beliefs.  
Although contrary to the hypothesis that there would be a difference among students at 
different stages of training, there are several possible explanations for this discrepancy. 
Foremost, the concept of therapist beliefs is a relatively understudied construct, with only a few 
studies exploring either the presence of irrational beliefs in relation to vicarious traumatization 
and burnout (Emery et al., 2009; McLean et al., 2003) or the ways in which therapist beliefs 
manifest in the therapeutic process (Leahy, 2003). As a result, there is a lack of well-validated 
measures used to assess for therapist beliefs, especially in the general therapist population. Thus, 
it is possible that the measure utilized in this study did not sufficiently measure the intended 
construct or measure it in a way that would demonstrate significant change in these beliefs over a 
relatively short-period of time. 
Conversely, the lack of differences among students at different stages in training could be 
explained by considering the possible similarity of these irrational beliefs and cognitive schemas. 
Cognitive structures such as schemas have been described by many as rigid, relatively fixed, and 
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not highly malleable to change (e.g., Beck, 1995). Therefore, it is possible that results of this 
study reflect the impervious quality of cognitive structures. 
Although no known studies have measured the endorsement rates of therapist irrational 
beliefs across time, similar results obtained in this study were reported in a study by Haarhoff 
(2006) regarding therapist-specific schemas. Specifically, the author concluded there were 
consistent patterns of therapists’ schemas across groups in a two year cognitive therapy training 
program. Haarhoff (2006) hypothesized that this consistency was the result of limited variability 
in the amount of training and education in the sample as a whole, but there would need to have 
been a group of more experienced therapists in order to make comparisons.  
Both this previous study (Haarhoff, 2006) and the present study compared two groups, 
with only a few years difference in clinical training.  Due to the consistency of findings between 
these studies, it is feasible to suggest there may not be a noticeable difference in cognitive 
structures after completing just a few more years of clinical training than the comparison group. 
In order to assess for possible changes in these cognitive structures over a longer period of time, 
there would need to be a comparison group of more seasoned therapists.  
Hypothesis Two 
 Students in the third year of the program were compared with students in the fourth year 
of the program on supervisor-rated measures of competence, self-rated measures of competence, 
and rate of endorsement of irrational beliefs. It was hypothesized that students in the fourth year 
of the program would be rated higher in clinical competence by supervisors, would rate 
themselves higher in clinical competence, and report a lower endorsement rate of irrational 
beliefs, as compared with the third year students. The analysis revealed no significant differences 
between the two groups on any of these variables. 
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The lack of differences between the third and fourth year students is contrary to previous 
research indicating that more training and education is associated with increased clinical 
competence. Specifically, fourth year students in this sample had successfully completed an 
additional year of didactic course work and a supervised clinical practicum placement than the 
students in the third year of the program, giving the fourth year students one more year of 
clinical training and education than the students in the third year of the program. Previous studies 
examining the effects of supervised experience have provided evidence that increased supervised 
experience improves clinical competence (Paivio et al., 2004; Leon et al., 2005). Additionally, 
most studies have found increased professional training and education to be associated with 
higher levels of objectively measured clinical competence (e.g., Brosan et al., 2006; Milne et al., 
1999), in addition to therapists’ self-perception of their own clinical competence (Bennet-Levy 
& Beedie, 2006).  
The lack of significant differences between students in the third and fourth years, in terms 
of their supervisor-rated and self-rated competence is mostly likely related to limitations of the 
study. Foremost, this study utilized a small, restricted sample. As a result, there was limited 
power to detect differences if they did exist. Conversely, there may not have been significant 
differences as result of the limited variability among students. For example, all of the students in 
this study came from the same program, all had earned a master’s degree prior to beginning the 
program, and most had clinical experience prior to beginning the program. Thus, students in the 
third year and students in the fourth year may have been more similar than dissimilar, and only 
one year difference in the doctoral program may not have been enough to differentiate these 
students.    
 
THERAPIST COMPETENCE                                                                                                                 100 
 
Hypothesis Three 
 Data from the third and fourth year students’ supervisor-rated measures of competence 
and self-rated measures of competence, along with year in the program were analyzed as 
predictor variables for scores on the TBS-R. It was hypothesized that higher ratings of 
supervisor-rated competence, self-rated competence, and year in the program would predict 
lower rates of endorsement of irrational beliefs, as measured by the TBS-R. Together, 
supervisor-rated measures of competence, self-rated measures of competence, and year in the 
program did not predict the rate of endorsement of irrational beliefs. However, when examined 
separately, self-reported competence independently predicted the rate of endorsement of 
irrational beliefs.  
 The formulation of this hypothesis was based on the cognitive model, because this is one 
possible theory that can be used to explain the ways in which therapist variables interrelate to 
allow for the demonstration of clinical competence. Specifically, the beliefs therapists hold about 
themselves and their roles as therapists have been previously hypothesized to affect the 
cognitive, emotional, and relational capacities of therapists (Jennings & & Skovholt, 1999). 
Although no specific studies examining therapists’ cognitive processes in relation to clinical 
competence are known to exist, there is evidence to suggest that the beliefs therapists hold about 
themselves and their roles as a therapists affect the therapeutic process and their effectiveness as 
clinicians (e.g., McLean et al., 2003; Emery et al., 2009). However, results from this study did 
not support these previous findings, and the rate of endorsement of irrational beliefs was not 
associated with supervisor-rated clinical competence.    
 The lack of findings specifically related to the relationship between therapist irrational 
beliefs and supervisor-rated competence is most likely the result of limitations within this study, 
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primarily with the method of measuring supervisor-rated competence. Means of assessing for 
clinical competence remain relatively controversial within the field, and there is not one agreed 
upon measure for doing so (Elkin, 1999). This study utilized an unexamined measure of clinical 
competence, with no information about the validity and reliability of its use in clinical practicum 
placements. Additionally, it was completed by a variety of different supervisors across a variety 
of different practicum sites. As a result, it is possible that this measure of clinical competence did 
not truly capture the variability in levels of clinical competence among participants in this study.     
Nevertheless, even though the regression model as a whole was not significant, self-rated 
competence was associated with therapist irrational beliefs. Specifically, higher levels of self-
rated competence were predictive of lower endorsement rates of irrational beliefs. Thus, students 
who rated themselves higher in self-perceived clinical competence tended to endorse lower rates 
of therapist related irrational beliefs. This finding intuitively makes sense and is consistent with 
previous research indicating that the presence of irrational beliefs is associated with higher levels 
of stress and can affect the psychological well-being of therapists (McLean et al., 2003; Emery et 
al., 2009; Forney et al., 1982).     
There are currently no known studies that have directly examined the relationship with 
therapist irrational beliefs and self-perceived competence. However, researchers have postulated 
that therapist irrational beliefs can affect the cognitive processes of therapists. For example, 
some therapists hold strongly to the irrational belief they are completely responsible for the 
progress of therapy. When therapists tend to see themselves as responsible for all failures or lack 
of progress with clients (Skovholt & Ronnestad, 1992), failure to perform according to these 
beliefs can lead to feelings of inadequacy and incompetence (Deutch, 1984).  
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 This finding is consistent with the idea that irrational beliefs are, by definition, irrational 
and not possible to achieve. Thus, if a therapist holds the irrational belief, “I must not make 
mistakes in therapy or I am a failure,” it would make sense that this therapist would also rate him 
or herself as less competent, because this standard is not possible for anyone to achieve. Thus, 
the irrational beliefs that therapists hold about themselves as therapists may not necessarily 
interfere with their demonstrated levels of clinical competence, but they may interfere with their 
self-perceptions and their own thoughts about their levels of clinical competence. 
Limitations 
 This study was rather exploratory in nature, thus, several limitations apply. Foremost, 
although there have been several efforts in the field to operationalize and assess for clinician 
competence, there is little agreement in the field regarding what competence is and how it is best 
measured (Elkin, 1999). The present study utilized an unexamined measure to evaluate therapist 
competence, and consequently, there was virtually no information about the validity and 
reliability of this measure. This limitation highlights the prevailing need for the development of 
psychometrically sound measures of trainee competence, because this is a common shortcoming 
of most known measures of clinical competence.    
In particular, inter-rater reliability for the measure of clinician competence cannot be 
assured. Because several different supervisors completed this form, it is possible that each 
supervisor participated in this task in dissimilar or invalid ways, despite standardized instructions 
on how to proceed. For example, some supervisors may have been more willing to rate students 
lower than other supervisors who may have been more concerned about the effects of low ratings 
on the student being evaluated. Conversely, some supervisors may have rated students 
indiscriminately higher or average, resulting in a regression to the mean.     
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Furthermore, variability both within and between practicum sites in terms of the activities 
in which the students participate is not necessarily accounted for in this measure, which also may 
influence the way in which the supervisors completed the form. For example, supervisors of 
students in areas that are  primarily testing sites were not be able to provide as much information 
about intervention competence as those supervisors of students in sites that primarily focus on 
providing therapy and counseling services. There is also no consistent form of supervision across 
the practicum sites, so some students may receive live supervision or supervisors may review 
video/audio recordings of students’ sessions, whereas others may provide supervision only via 
students’ verbal reports. Thus, there is not a truly standardized method of evaluation for 
supervisors to rely on when completing the evaluation forms.  
Second, this study utilized two self-report measures. And, as with all self-report 
measures, there is always the possibility of response bias. This is especially relevant for this 
sample, because socially desirable responding may have distorted the results, given the fact that 
participants in this study were students in a doctoral program and were informed that a faculty 
member would have access to their responses for the purposes of de-identification.  
Furthermore, the doctoral program in which the participants were enrolled was heavily 
grounded in the cognitive-behavioral therapy model, implying that students have a significant 
pre-existing knowledge base of the model underlying the basis of this study. This pre-existing 
knowledge base may have biased the participants’ reporting on the TBS-R, because they 
recognized not only what the TBS-R was measuring, but also the personal implications of 
agreeing or disagreeing with each item. As a result, students’ responses may reflect these biases 
and may not be entirely indicative of their true beliefs about themselves.  
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Implications and Future Research 
 The implications of this study are twofold. Foremost, the results of this study support 
findings from previous studies (Emery et al., 2009; McLean et al., 2003) indicating some 
therapists endorse irrational beliefs about themselves and their roles of being therapists. This 
study highlights the possibility of these beliefs being present in a population of predoctoral 
students, suggesting these beliefs can exist early on in the career process. And, because these 
beliefs have been previously associated with vicarious traumatization and burnout among 
therapists (Emery et al., 2009; McLean et al., 2003), early identification and intervention with 
these beliefs may serve an important function in the prevention of adverse consequences such as 
these. Future research should explore the presence of therapist-specific irrational beliefs in a 
larger sample of students. 
 Second, the results of this study suggest higher rates of therapist irrational beliefs are 
associated with self-perceptions of lower clinical competence. When therapists hold irrational 
beliefs about themselves and their roles as therapists, and strive to uphold these irrational beliefs, 
they inevitably fail to do so, potentially perceiving themselves as less clinically competent. 
Although irrational beliefs and self-perceptions of clinical competence may not generalize to 
clinical performance, these internal experiences are still likely to affect the person of the 
therapist. Future research should focus on elucidating the relationship between therapist 
irrational beliefs and self-perception of clinical competence and the possible effects on clinical 
performance.   
 With increased, methodologically sound research in the future, more information may be 
gathered regarding the relationship between therapist irrational beliefs, self-perceived clinical 
competence, and objectively rated clinical competence. This information is important for the 
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purposes of providing education and training to therapists. Results from these future studies may 
help illuminate ways in which therapist beliefs can be identified and addressed in supervision 
and in other clinical training experiences. 
Conclusion 
 This study utilized the cognitive model to examine the relationship between predoctoral 
clinical psychology trainees’ beliefs related to the role of being psychotherapists and factors 
associated with clinical competency. Findings did not support the hypothesis that beliefs related 
to the role of being a psychotherapist predict objective ratings of clinical competence. However, 
additional analyses indicate these beliefs are related to trainee’s self-perceived levels of 
competence. Specifically, higher endorsement rates of irrational beliefs were associated with 
lower self-rated measures of clinical competence. This finding provides information about the 
cognitive processes of clinical trainees and may serve to enhance the supervision and training 
process.  
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